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PARALLEL MEDICAL SYSTEMS: PAPERS FROM A 
WORKSHOP ON “THE HEALING PROCESS” 


INTRODUCTION 


ARTHUR J. RUBEL 


and 


CAROLYN SARGENT 


Michigan State University 


These papers address dimensions of the problem of 
how to assure better care to the hundreds of millions 
of people who live today without benefit of adequate 
professional health assistance. Controversy within 
and among nations as to how to assure everyone 
minimal health care—now acknowledged as a basic 
human right—has been salient for the last half cen- 
tury [1]. 

It was extremely difficult to select Workshop par- 
ticipants from among all of those persons actively 
engaged in efforts to resolve this problem. I was 
guided by three principles. First, that participants be 
actively engaged in empirical research which in some 
way assesses the relative success of nonprofessional 
healers. Second, that their research inform us about 
different regions of the world to the extent that time 
and funds allowed. Third, to provide as international 


as possible a representation among the participants. 
During the selection process I was greatly aided 
by suggestions from Dr. Bernard Gallin, Chairman 


of the Department of Anthropology at Michigan 
State University and Dr. John Hunter of the Depart- 
ment of Geography, Michigan State University. In 
addition, I acknowledge my indebtedness to Dr. 
Charles Leslie of the University of Delaware for help- 
ful recommendations. From the initial planning 
through the duration of the Workshop Dr. Gallin 
proved to be wise and helpful in his suggestions and 
support. 

The National Science Foundation provided funds 
and encouragement which were generous, while pro- 
viding maximum freedom to develop the program. 
Dr. Nancie Gonzales, then Director of the Program 
in Anthropology of that agency, was unfailingly help- 
ful and encouraging from the beginning of planning 
until the close of the Workshop. We are grateful to 
the National Science Foundation for making the 
Workshop possible. 

Until the 1970s nations sought to increase both the 
amount and quality of health care provided for rural 
populations by means of major efforts to train more 
physicians in university medical schools, and then to 
insure that their competence was made available to 
residents of rural areas[2]. Today, international 
agencies like the World Health Organization, the Pan 
American Health Organization, Ministers of Health, 
donor agencies, and academic researchers acknowl- 
edge that after a half century of great effort and the 
expenditure of large proportions of the gross national 
product of developing nations, they have been unable 
to meet the health needs of their rural population 


by those methods. Citing results of a hemisphere-wide 
meeting of Ministers of Health of the Americas, the 
Director of the Pan American Health Organization 
reports: “It is unrealistic to pretend that problems 
in rural areas, whether in concentrated or dispersed 
settlements, can be solved at this time by the use of 
university-trained personnel. Considering the present 
rate of production of such personnel and the financial 
capabilities of the countries and governments, this 
might not be possible even by the end of the century” 
PS. 

During the same period, other funds were being 
expended to retrain empirical midwives and to recruit 
and train village residents to become para-profes- 
sional health workers. Such efforts have been reported 
from many nations of the world [4]. They seek to 
capitalize on the advantage of training and utilizing 
people already residing in the village who share the 
cognitive understanding and cultural values of those 
they will treat. Efforts like these attempt to avoid 
problems presented by introducing professionals of 
urban background to practice and live among un- 
schooled peasants and tribesmen. However, as Levy 
and his colleagues note in this volume, shared cultural 
values in some instances may be detrimental to the 
healing process. They suggest why already accultur- 
ated Navaho health workers are more likely to be 
successful in the care of epileptic patients than are 
traditional healers for whom seizures reflect serious 
transgressions against social norms. The transgressors 
become socially depreciated by traditional Navaho, 
contributing to their isolation and loss of social sup- 
port. 

We are now in a new epic of innovation, beginning 
approximately in 1970. Efforts are now directed 
toward formal acknowledgement by official health 
agencies of the services which are and have always 
been provided by traditional healers, with special 
emphasis on those nations of the world which are 
less developed. However, as Asuni makes clear, even 
in the industrialized countries in which obtain rela- 
tively high physician—patient ratios, health care pro- 
vided by indigenous healers remains of importance. 
[5]. As several members of the Workshop emphasize, 
there are many kinds of traditional healers and a var- 
iety of them can usually be found practicing within 
any single society. There are spiritualists, birth attend- 
ants, bone-setters, massagers, herbalists, etc. Some of 
the practices have for many years attracted the atten- 
tion of cosmopolitan medicine [6] as the latter has 
sought to capitalize on the knowledge, experience, 
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and wisdom gained by traditional curers through the 
millenia. For example. as Asuni comments, the fact 
that Nigerian herbalists are accustomed to. using 
rauwolfia recommends that studies be mounted of 
other kinds of botanicals utilized by traditional 
healers in Nigeria, and other nations. Elsewhere, 
Richard Evans Schultes, states that “Our challenge 
must be to salvage native botanical lore—especially 
that relating to folk medicine in its broadest sense 

before it becomes forever entombed with the cultures 
that gave it birth” [7]. Pharmacological research into 
the chemical properties of botanics utilized in tradi- 
tional healing has a long history. Another of the 
medical specialities characteristic of traditional socie- 
ties—empirical midwifery—has also been the subject 
of considerable attention by cosmopolitan medicine 
in the past. In this instance the emphasis has been 
to change the traditional birth attendant’s customary 
practice so as to bring it into greater conformity with 
standards characterizing cosmopolitan medicine [8]. 


Despite the number of years and the number of 


nations in which empirical midwives have been sub- 
jected to retraining and incorporated as providers of 
primary assistance for parturants, it is startling to rea- 


lize how few are the efforts to evaluate these innova- 
tions. Have they in fact contributed to reduction in 
rates of maternal and infant morbidity and mortality, 
as expected? The presumption prevails. but where is 
the empirical data to support it? 

That question returns us to the two major issues 
to be addressed by the Workshop: as nationai health 
delivery systems increasingly plan to incorporate rela- 
tively unschooled citizens, inclusive of traditional 
healers, to what extent do such innovative policies 
improve the level of health of the local populace? 
And, are traditional healers efficacious enough to 
warrant incorporation into a nation’s official health 
system: 

Those invited to present papers, and those invited 
as discussants are all eminent authorities in this field 
of endeavor. Each has engaged in basic research on 
the problems of assuring adequate health care to the 
world’s rural masses. Each is well known for his or 
her effort to implement recommendations from their 
research so as to improve health care for the people 
whose lives and level of well-being they have studied. 

From its very beginning the invited participants 
established a level of rapport with one another, and 
between themselves and their audience, that was 
spirited, intellectually challenging, and of a sharing 
nature. Participation by the large audience was active, 
and the discussion of issues was audible and visible 
outside of formal sessions during coffee breaks, at 
luncheons, and in the corridors. These revised papers 
have greatly benefited from contributions of the dis- 
cussants and participation of the audience. 

As soon as the Workshop began, it became clear 
that views of the participants had been formed not 
only by their disciplinary background, e.g. anthropo- 
logy, medicine, or psychiatry, but also by the region 
of the world with which they were most familiar. It 
was surprising that differences in experience or discip- 
linary background rarely created an impediment to 
the flow and sharing of ideas. When they did, the 
difficulty was resolved by consideration of the roots 
of the difference. On one such memorable occasion 


Habicht and Fabrega were in disagreement over a 
conceptual point. During the luncheon hour they 
huddled together considering their differences. Then, 
at the beginning of the afternoon session, they 
reported to the Workshop on what they had found 
they could agree, and on what they had agreed to 
disagree. 

A question raised early-on during the Workshop 
became a theme found in several of the formal papers. 
That theme may be stated as follows: if criteria are 
not agreed upon to evaluate the efficacy of cosmopoli- 
tan medicine, by which criteria are we to consider 
traditional healing as more or less efficacious? One 
might well begin by asking patients whether they feel 
better after a traditional treatment. However, Klein- 
man and Sung comment in their paper that on 
Taiwan such a question receives different responses 
depending on the length of time which has elapsed 
between treatment and the asking of the question. 
The time dimension affects reports by patients of 
whether or not their condition has improved after 
treatment. Moreover, as authors comment, 
evaluation of a response to such an inquiry must take 
into account the fact that the “illness” dimension of 
a patient’s complaint may have measurably improved, 
with no demonstrable change in the character of his 
or her “disease”. The authors then offer a generaliza- 
tion that traditional medicine proves remarkably suc- 
cessful in healing the “illness” dimension of a sickness, 
whereas cosmopolitan medicine has most success with 


these 


the “disease” aspects. 

The extraordinary difficulty of comprehending cur- 
ing, let alone sickness, in a culture-free manner was 
remarked on several times during the Workshop. 
Fabrega and Manning pointedly remark on the issue: 
“a...common confounding is achieved by labeling 
the occurrence by the Western term which that sys- 
tem has labeled it with, rather than with reference 
to more detailed self-reports or sets of symptoms, 
signs, and behavioral changes”. 

Conceptual and perceptual problems are not con- 
fined to cross-cultural comparisons of culture-specific 
healing efforts. Levy and his colleagues report that 
among Navahos, even the expression of signs and 
symptoms which normatively call for a specific heal- 
ing rite do not, in fact, bring that ceremony into play. 
Furthermore, to the surprise of all, very few of those 
Navaho whose symptomatic expression of psycho- 
motor seizures should have prompted their election 
as “hand trembler” diagnosticians, “were ever selected 
for the role” [9]. 

The data presented by Levy and his colleagues 
raised questions about some long held and cherished 
views about indigenous social systems and the role 
and status they assign those with severe and incapaci- 
tating disease. We may continue to expect new, even 
disconcerting perceptions to result from on-going, 
rigorous, intensive examination of indigenous healing 
systems, some of which are reported on here. 

In all reports in this volume there appears evidence 
that traditional medical systems are open, not closed, 
to techniques and concepts characteristic of cosmo- 
politan medicine. Moreover, three of the physician 
researchers in the Workshop—Asuni, Kapur and 
Kleinman—report specifically on the openness with 
which they were received by their counterparts in tra- 
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ditional -practice. Such reports are indicative of the 
relative facility with which empirical studies may be 
carried out in order to ascertain the strengths and 
weaknesses of traditional practices. Such reports also 
inform policy makers in ministries of health on the 
kind of reception they may expect to find as efforts 
are begun to cooperate with traditional healers. The 
recommendations made to the Pan American Health 
Organization by a group of medical anthropologists 
convened by that agency to discuss research on health 
problems along the United States-Mexican Border 
[10] reflect the same kinds of experience. Firsthand 
research into the practices of Indian healers permits 
Kapur to certify in his paper that cases of mental 
illness which cosmopolitan psychiatrists would diag- 
nose aS serious were also considered serious by 
patients and traditional healers in Western India. 
That discovery leads Kapur to suggest that efforts 
to reorient the responses of villagers to symptoms of 
serious mental illness is less necessary than has been 
thought. 

Finally, we come to the question of those pro- 
cedures by which non-professionals can be utilized 
by a nation’s medical care system so as to improve 
the level of health in the population. Several instruc- 
tive cases have already been referred to in the litera- 
ture cited [11]. In this volume Habicht presents 
a detailed set of guidelines by which Guatamalan 
Indians are recruited and trained as primary care pro- 
viders in isolated villages. Habicht forcefully argues 
that proper assessment of the success of a villager 
providing primary care is not to be measured by the 
response of individual patients because there are so 
many other determinants of survival over which one 
medical provider has so little control. Instead, one 
can gain a more true assessment by comparing death 
rates in communities after introduction of such a 
health worker in comparison with other communities 
in which such an innovation has not been made. 
Thus, in regions of Guatemala in which such new 
practitioners were introduced, the infant death rate 
fell by two-thirds, and the death rate of children 
between the ages of 1 and 4 was reduced by three- 
quarters. 

Workshops, like this one, are designed to evaluate 
the state of a particular art, assess the contribution 
it may make for and against a policy, and to make 
recommendations based on research evidence. The 
four questions with which I opened the Workshop 
are: 

(1) Are indigenous healers successful? 

(2) By what means can we measure their success? 

(3) Is the level of performance of nonprofessional 
health providers such as to warrant their incorpor- 
ation into official health systems? 

(4) Where evaluation has been done in societies 
where both traditional and cosmopolitan healers are 
working together, what are the salient problems, and 
do overall results warrant general adoption? 


With respect to the first two queries, the paper by 
Kleinman and Sung reports success, although of a 
temporary nature. Levy and his collaborators fail to 
affirm the success of traditional Navaho healing rites 
with respect to only one kind of illness: psychomotor 
seizures due to epilepsy or hysteria. Asuni’s experi- 


ence in the Aro Hospital experimental care program 
for mental disease gives rise to a tentative affirmation 
that indigenous healers meet with some success,. but 
that success is offset by problems. Such mixed assess- 
ments also characterize cosmopolitan curing efforts 
(12]. 

With respect to the third question, some of the par- 
ticipants concluded that the evidence recommends in- 
clusion of traditional healers in official health services. 
Others felt they should be included after extensive 
training in cosmopolitan health techniques. All agreed 
as to the inevitability of some level of integration of 
traditional and cosmopolitan health workers into 
national systems in a design similar to that advocated 
recently by the Director-General of the World Health 
Organization[13]. However, such possibilities 
prompted Collado to question the appropriateness of 
cosmopolitan medicine incorporating indigenous 
practitioners when, as a matter of fact, the latter so 
outnumber the former. 

With respect to the last question, all of those pre- 
senting papers were agreed that, in fact, traditional 
and cosmopolitan medicine are now functioning as 
separate and parallel systems, and that patients do 
shop for care within and between the respective sys- 
tems. Moreover, as Asuni and Kapur, in particular, 
point out, in those places in which people have access 
to cosmopolitan health services, they continue to uti- 
lize traditional medicine. With respect to that, the 
paper by Fabrega and Manning carefully looks at 
some effects on people who are provided with both 
systems from which to choose their care. The point 
is clear: the two systems function today side by side 
in most areas of the world, but the benefits patients 
are afforded by parallel systems, the services of one 
completely uncoordinated with the other, are small 
Some, more organized 
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measures is instructive; particularly in view of the 
empirical fact that only nonprofessional healers are 
accessible to rural people in very many areas of the 
world, regardless of the number, character, or severity 
of the signs and symptoms which identify a need for 
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social costs of care these 


treatment. The challenge is to provide such patients 
with health services which offer the most efficacious 
qualities of both traditional and cosmopolitan medi- 
cine. 
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The authors report findings from a follow-up study of patients treated by 
, , 


in Taiwan, and relate these to early findings from a much 


Chinese cultural setting. Ninety percent of patients 


chronic, self-limited, and masked minor psychological disor 


tion” of personal and interpersonal problems, accounted 


study, 10 of 12 consecutive cases treated by this indigenous healer 


cured. This occurred in spite of any significant symptom 


of considerably worsened symptoms in one case. In 


these 


sible for the positive evaluation of therapeutic efficacy 


INTRODUCTION 

The study of indigenous healing may be important 
to the general anthropologist for the light it throws 
on a particular culture. It may be important to the 
medical anthropologist for the understanding it pro- 
vides of a given society’s system of health care. But 
the cross-cultural investigation of indigenous healing 
holds further significance for the medical anthropolo- 
gist. Here the interest of the medical anthropologist 
is virtually the same as the chief concern of those 
clinicians who pursue cross-cultural research. They 
seek to elucidate universal as well as culturally- 
particular features of the healing process; and they 
wish to compare indigenous healing with professional 
medical and psychiatric care. 

The chief research questions are straightforward 
and have been known for quite some time: Is indi- 
genous healing effective? And if so, how? What role 
do cultural factors play in bringing about that effi- 
cacy? how does the efficacy of indigenous healing 
compare with that of professional clinical care? what 
does that comparison tell us about the nature of the 
healing process? and can we learn anything which 
might be practically applied either to the solution of 
extraordinary problems besetting contemporary 
health care or to the treatment of sickness in different 


) 


societies? 

Yet, while the questions are clear, the answers are 
not. What we now possess are impressions, anecdotes, 
unsystematic findings, and strong opinions. The 
limited material I present below, frail thing that it 
is, nonetheless represents one of the few attempts | 
am aware of to systematically follow-up patients 
treated by an indigenous healer in order to determine, 
first, if this particular form of indigenous healing is 
effective; and, then, how it might work. In attempting 
to answer these and other questions listed above, I 
have tried to avoid using ready-made explanations, 
such as the timeworn and essentially unproven 
psychoanalytic theories which (to my mind) have 
introduced so much obscurantism into this subject. 
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the biomedical ade of modern health care. 


It suggests how little we really know about the most 


central function of clinical care. It resonates too well 
with the criticisms leveled by patients and consumers 
generally at modern health care. It 
which deal with human values and meanings that are 
not easily reduced to technical questions which can 
be answered with simple biological explanations. And 
it strips away the illusion that biomedical research 
is the only scientific approach to health care prob- 
lems. Instead, the question of healing makes it appar- 
ent that much of clinical can only be 
approached from the perspective of social science. 
There seems to be a radical discontinuity between 
contemporary clinical care and traditional forms of 
healing. Cross-cultural and historical studies of medi- 
cine disclose two separate, but interrelated, healing 
functions: control of the sickness and provision of 


raises questions 


science 
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meaning for the individual’s experience of it [2]. 
Modern professional health care attends solely to the 
former. In fact, the biomedical education of phys- 
icians and other modern health professionals, while 
providing them with knowledge to control sickness, 
systematically blinds them to the second of these core 
clinical functions, which they learn neither to recog- 
nize nor treat. This leads to the well-known panoply 
of problems in clinical management, which arise from 
inattention to or poor performance in clinical com- 
munication and the supportive aspects of care: 
patient non-compliance and dissatisfaction, inade- 
quate and poor care, and medical-legal suits. 

For example, we now know that the quality of doc- 
tor—patient communication is a major determinant of 
compliance and satisfaction [3]. We know that atten- 
tion to communication ana the “caring” aspects of 
clinical practice has led patients to prefer treatment 
by chiropractors over treatment by orthopedic sur- 
geons for low back pain[4]. We know that in the 
surgical treatment of peptic ulcer disease, surgeons 
and patients maintain two entirely separate lists of 
criteria by which they evaluate surgical outcomes as 
not, and that inattention to the patient 
a success what patients 


successful o1 
list caused surgeons to call 
[5]. Non-medical eye specialists are in- 


ly capturing a larger part of the patient popu- 


call a failure 
creasing 
lation concerned with routine eye problems because 
they appear to patients to give more “satisfactory” 
care [6]. In Taiwan, only modern professional doctors 
are sued for malpractice (at one of the highest rates 
in the world); indigenous practitioners are virtually 
never sued. In all, it has been argued that the curves 
of increasing biomedical, technological advance in 
clinical care, and patient dissatisfaction with the qua- 
lity of care, are inversely related [7] 

The dilemma posed by modern clinical care can 
be put quite neatly into the following terms. Let us 
call disease any primary malfunctioning in biological 
and psychological processes. And let us call illness 
the secondary psychosocial and cultural responses to 
disease, e.g. how the patient, his family, and social 
network react to his disease. Ideally, clinical care 
should treat both disease and illness. Up until several 
decades ago, when their ability to control sickness 
began to increase dramatically, physicians were inter- 
ested in treating both disease and illness. At present, 
however, modern professional health care tends to 
treat disease but not illness; whereas, in general, indi- 
genous systems of healing tend to treat illness, not 
disease. This is a hypothesis to be tested against our 
field research findings. Should it prove true, then it 
would appear to pose obvious and far-reaching 
changes for modern health care. 

Before turning to the research, let us briefly review 
the theoretical orientation which stands behind it. As 
noted elsewhere [8], healing (or clinical care) cannot 
be talked about in the abstract, but must be anchored 
in particular social and cultural contexts. In each 
society there are beliefs about illness, choices of treat- 
ment alternatives, sick roles and practitioner roles, 
and health care-related institutions organized as a 
cultural system: the health care system. This is an 
explanatory model which makes sense of a very 
complex and fluid reality, it is not an entity. Health 
care systems can be thought of as local systems which 


contain three interrelated sectors: popular, profes- 
sional, and folk. The popular sector is composed of 
individual, family, and social nexus arenas in which 
decisions about illness and care are made and treat- 
ment is carried out. The folk sector is the non-profes- 
sional, usually non-bureaucratic specialist arena of 
health care. Together these two sectors comprise indi- 
genous healing: except, as in the case of Chinese and 
Indian societies, where there are indigenous profes- 
sional systems of care. Seen from this perspective, 
family-based care is the most important and exten- 
sively used type of care. In most societies, it provides 
most of the clinical care and is the locus of decisions 
about, and evaluations of, such care [9]. Yet anthro- 
pological and clinical studies of indigenous healing 
frequently fail to focus on it, and public health plan- 
ners often do the same, limiting the legitimated 
domains to professional health care. Folk healing is 
a much smaller and less important domain of indi- 
genous care, but because it is easier to study, it has 
received the lion’s share of research attention. When 
studying healing it is essential to describe which of 
these sectors one means. 

here are five basic clinical functions performed by 
health care systems, which cut across all three sectors 
and which constitute the healing process [10]. These 
core clinical tasks are: 

(1) Cultural construction of illness from disease; 

(2) Use of systems of belief and values for choosing 
between health care alternatives and evaluating treat- 
ment outcomes; 

(3) Cognitive and communicative processes used to 
cope with disease/illness, including perception, classi- 
fication, labeling, and explaining; 

(4) Therapeutic activities per se; 

(5) Management of a range of potential health care 
outcomes: cure, chronic illness, impairment, and even 
death 

Obviously, there are wide cross-cultural and cross- 
sector variations in these activities. For present pur- 


poses, there is no need to be overly formal about 


these core clinical activities, but it is essential to 
recognize that through them social and cultural fac- 
tors become major determinants of healing. Paradoxi- 
cally, the cultural patterning of illness is a therapeutic 
activity. Healing efficacy is not a straightforward 
resultant, but rather is determined by evaluations, 
evaluations which are tied to the beliefs and values 
of different sectors of health care systems and which 
therefore might be (and often are) discrepant. Healing 
is viewed differently across cultures and in different 
sectors of health care. It is not the same thing for 
practitioner and patient. This is an argument to the 
effect that all health care explanatory models, includ- 
ing those of modern professional medicine and psy- 
chiatry, are culture-laden and freighted with particu- 
lar social interests. And so is our present understand- 
ing of healing. 

From the perspective of health care systems and 
their clinical functions, healing is the sum of the ac- 
tivities of the entire system of health care. This insight 
leads to a seeming paradox: though desperately 
sought after and uncertain in outcome on the indivi- 
dual level, healing as a cultural process must occur. 
The indigenous healing described below is an illus- 
tration of this. From our perspective, it also should 
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become clear that the tensions built into health care 
systems can generate important problems in clinical 
care. problems which relate to conflict between differ- 
ent views of health care needs and objectives. It is, 
therefore, completely inadequate to talk about 


patients and healers as if they were independent of 


the context of clinical care. They (and the healing 
process) must be located in specific cultures and the 
sectors of particular health cre systems. Nor can we 
bring explanatory models to bear on illness and heal- 
ing without first recognizing that they, too, are bound 
to these contexts. The goal, then, of cross-cultural 
studies is to work out an overarching comparative 
science into which health concepts and activities can 
be translated and analyzed. This remains a distant, 
though necessary, objective. Inattention to this funda- 
mental theoretical problem, however, is a major 
reason why cross-cultural studies of healing have 
failed thus far to advance our general understanding 
of clinical care and to specify how their findings are 
to be translated into practical clinical strategies which 
can be applied in different cultural settings, including 
our own. 


GENERAL RESEARCH PROJECT 
AND RELEVANT BACKGROUND 


The research described now forms a small part of 
a much larger and still ongoing comparative study 
of illness beliefs and practitioner—patient relationships 
in indigenous and professional forms of health care 
in Boston and Taiwan. More specifically, it is part 
of a comparison of clinical communication and its 
influences on compliance, patient satisfaction, and 
course of illness amongst patients treated by Western 


style doctors, Chinese-style doctors, and a variety of 


folk healers in Taipei. The last group included sha- 
mans (tdang-ki)[12a], fortune-tellers, interpreters of 
chien, physiognomists, and temple-based ritual 
experts. In all several hundred patients were studied, 


2 were treated by 


including approximately 25 who 
several tang-kis in Taipei. The 13 cases described 
below are part of this last group. 

Through other studies, I had the opportunity to 
observe approximately 25 shamans in Taiwan (15 in 
the capital city of Taipei and 10 in market towns 
and villages). I was able to interview 10 shamans in 
detail, none of whom exhibited major psychopatho- 
logy, which would seem to be incompatible with the 
skills which being a shaman requires. In the course 
of this research, I observed nearly 500 patients treated 
by shamans. My impression is that roughly half of 
these cases presented with health problems, a quarter 
with personal and family problems, and a quarter 
with business, financial, and assorted other social 
problems. Many shamanistic consultations dealt with 
crises, and crisis management seemed to be a major 
function of the practice of shamans. More than three- 
quarters of cases were women, some of whom brought 
sick children or the clothes of sick children for treat- 
ment, and some of whom came on behalf of other 
family members (usually males suffering sickness or 
some other misfortune). Most patients were from the 
lower-class and poorly educated, but a few were 


middle-class. Of their sickness complaints, psycho- 
logical symptoms were extremely uncommon, and 
most complaints appeared to represent minimal or 
self-limited (spontaneously remitting) sicknesses, 
chronic disorders, usually not of a life-threatening 
kind, and somatization of psychological and interper- 
sonal problems. In all, I saw only two cases of major 
psychopathology treated by tdng-kis. Neither was 
effectively treated, and tdang-kis told me that their 
treatment was not effective for such disorders, es- 
pecially chronic schizophrenia, which they did not 
like to treat and referred to psychiatric hospitals. 
Although shamans described in the 
Chinese classics, and seem to have operated through- 
out ancient China, in more recent times they have 
been particularly prevalent in Fukien Province, from 


(wu) are 


where most Taiwanese trace their ancestry [12b]. In 
shamans were one of a 
which included: 


traditional Chinese society, 
group of Taoist specialists, 
Taoist priests, magicians, and female spirit-mediums 
These same four types 


also 


who commune with the dead 
of Taoist are found in 
(Taoist-Buddhist) 
their functions overlap [13]. Tang-kh 
female, may 


the syncretic 
religion, though 
is (literally, divin- 
be recruited 


tang-kis or the 


practitioners 


Taiwanese folk 


ing youth) may be male or 


via self-selection or selection by older 


community, may not undergo formal 


and may or 


Or an experienced 
tang-l es trance, in which 


one of the gods 


His 


own 


ior when entranced are believed to be the god’s 
therapeutic efficacy is believed to be the god’s 


efficacy. Tang-kis frequently work with assistants, who 


interpret their 


Cl} 


advice (which is sometimes unintellig- 


ible or clothed in special terms) for the clients. In 
my experience, there can be marked differences 
between tdng-kis: some spend more time explaining 


to clients; some emphasize rituals; some specialize in 
prescribing herbs or Chinese medicines; and some are 
in treating certain kinds of 


kinds of sick- 


renowned for their skills 
problems (e.g., sickness 
ness) 

Rural tdang-kis often pra 
in, where they farm, fish, £ 
ing the day, but function as shamans at night and 


they live 


villagers dur- 


on special occasions. Urban tang-kis not infrequently 
are professionals, who do no other work. They can 
make a considerable amount of money, though most 
seem to remain at lower-class and lower-middie-class 
levels. I have seen several tang-kis in Taipei earn the 
equivalent of $200.00 U.S. per week, and one who 
earned that in one night. Even after these sums have 
been shared with assistants and others who help oper- 
ate the small shrines where tdang-kis practice, this is 
still a very large income by Taiwan standards. Thus, 
it is not surprising that these folk healers are popu- 
larly viewed with considerable ambivalence, and are 
sometimes accused of being charlatans and fakes. 
That ambivalence is heightened by the fact that 
tang-kis are still feared by some as potential sorcerers. 

The popular ideology holds that tang-kis should 
be poor and illiterate; that they should make no in- 
come from their services which should be performed 
because the god wishes to “save the world and serve 
the people”; and that they should have experienced 
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a severe illness, untreatable by any other technique 
from which possession by the god cured them. 
Because of this, they must acknowledge the god as 
their master and serve him as a disciple, or else they 
will fall sick again and die. The tdng-ki is believed 
to possess special powers only when possessed, and 
it is held he remembers nothing of what happens dur- 
ing his possession activities when he is himself. This 
ideology is so powerful that it is extremely difficult 
to obtain an accurate biographical history from prac- 
ticing tang-kis, who stress these ideological points in 
their stories about their lives. 

Made illegal and actively suppressed under the 
Japanese, during their occupation of Taiwan from 
1895 to 1945, shamanism seems to be undergoing a 
remarkable renaissance at present throughout 
Taiwan; although recently government health author- 
ities there have publicly vowed to end shamanistic 
healing along with all the other kinds of folk and 
unlicensed healing practices which presently flourish 
in Taiwan. Based on sample surveys we conducted 
along with reports from informants, we estimate there 
are at least 800 tang-kis in Taipei alone. Since each 
may see from 5 to 50 clients per day, they obviously 
play a major role in general health care, psychiatric 
care, and crisis intervention. When we add to tang-kis 
all the other types of folk healers (sacred and secular) 
practicing in Taipei, it is certain that folk healers treat 
most cases of sickness that move beyond the family 
context. In all of Taipei there are a handful of small 
psychiatric clinics and only two large general psychia- 
tric clinics (those of National Taiwan University Hos- 
pital and the Taipei City Psychiatric Hospital). These 
are oriented to the medical treatment of psychoses. 
here is virtually no psychotherapy available in Tai- 
pei, except for a very small number of therapists who 


treat members of the Westernized elite class. It is not 


surprising, then, that folk practitioners treat most of 


the cases of minor psychopathology and life prob- 
lems. Because folk healing when applied to such prob- 
lems shares basic features with psychotherapy, I think 
Tseng [15] is correct in referring to this as traditional 
or indigenous psychotherapy. Since mental illness is 
still very highly stigmatized in Chinese culture, and 
since Chinese culture sanctions minor mental prob- 
lems with a medical sick role, most of this indigenous 
psychotherapy is directed toward medical (somatic) 
problems. That is, it is a culturally disguised form 
of psychological therapy. 

The specific supernatural explanations the tang-ki 


employs: ghosts, gods, or ancestors are the cause of 


the individual’s sickness and need to be placated, 
exorcised, negotiated with, etc. These are the com- 
ponents of the clinical reality culturally constructed 
and socially legitimated in the tang-ki’s shrine. This 
clinical reality, including the explanatory models used 
to interpret sickness and justify treatment, is distinct 
from that found in the practice of other folk healers 
or professionals. It has much more in common with 
popular cultural beliefs in Taiwan, however, than do 
the professional clinical realities constructed in the 
offices of Western-style and Chinese-style doc- 
tors [16]. Nonetheless, all of the clinical realities in 
Chinese culture have certain important similarities 
which distinguish them from clinical realities found 
in the U.S. [17]. 


The subject of shamanism in Chinese culture goes 
well beyond the limited focus of this paper. I mention 
some of its characteristics only to help the reader feel 
more familiar with the tang-ki whose patients we 
followed-up and report on below. Interested readers 
are referred to other descriptions of tdang-kis in 
Taiwan [18]. Several other general points about sha- 
manistic healing in Taiwan are worth noting. The 
popular ideology holds that a shaman should be able 
to tell the patient his symptoms and should not need 
to. enquire about them. This restricts history taking 
to a minimum. Since urban tdang-kis (unlike their rural 
colleagues) usually do not know their patients, this 
handicaps the tang-ki. Tang-kis rarely obtain follow- 
up information about their patients. Most assume if 
the patient does not return then it is an indication 
that he is healed. But patients hold the opposite view: 
if treatment is ineffective they do not return. Although 
shamans tend to spend more time explaining to their 
patients than do professional practitioners, this is not 
always so, and fairly often one finds that patients do 
not understand the tdang-ki’s explanations anymore 
than they do Chinese-style or Western-style doctors’ 
explanations, albeit this is not usually so. Although 
tang-kis seem to appreciate the pragmatic orientation 
of most of their patients, who usually employ several 
different kinds of treatments at once and who say 
that healing requires both god (tang-ki) and man (doc- 
tor), they rarely refer patients to other practitioners. 
Not infrequently, they state that they can cure all 
disorders, and tang-kis have repeatedly told me that 
their gods can cure cancer and other life-threatening 
disorders. 

Finally, healing rituals in the tang-ki’s shrine, inde- 


pendent of specific content, seem to have three defin- 
able stages. (1) The patient’s problem is named 
Usually, it is labeled as an external entity e.g. a pos- 
sessing ghost. (2) The appropriate ritual is performed 
to, treat the problem, and herbs and practical advice 
are given as well. The patient is told that he is passing 
through a crisis (again outside himself). But often the 
patient does not understand the symbolic meanings 
associated with this ritual movement from a state of 
sickness to a state of cure. (3) The patient is told 
that he is healed. That the bad spirit or ghost possess- 
ing him (and thereby causing his sickness) is gone, 
and with it has gone his disorder. This tripartite divi- 
sion of healing rituals is typical of traditional healing 
rituals in many cultures and even shares a general 
structural similarity with modern clinical care and 
psychotherapy [19]. 


SETTING 


The tang-ki [20], whose patients we studied, prac- 
tices in Taipei not far from the campus of the 
National Taiwan University. He is a 47-year old 
Taiwanese family head who works as a bank teller 
during the day, and has been working seven nights 
per week as a tang-ki for several decades. He is some- 
what atypical for several reasons, but his therapeutic 
results are roughly similar to those of other tang-kis 
whom we have studied. First, he is atypical because 
he has a large cult, with perhaps as many as SO regu- 
lar members and another 50 occasional members. 
Second, many of the members of his cult actively 
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trance, and several of them function as healers. Third, 
he engages in less ritual activity than most other 
tang-kis we have observed; and he also has less verbal 
interaction with his clients while entranced than do 
other tang-kis, but he is the most charismatic of all 
the healers I have studied in Taiwan. On most nights 
he spends less than five minutes with each case, and 
on busy nights he spends about two minutes with 
each case. Fourth, the tang-ki has elaborated his own 
philosophical system and the cult has its own ideo- 
logy. Like other tang-kis with cults, he actively 
recruits new cult members from his patients, telling 
them that the most effective therapy is for them to 
be possessed (demonstrated by trance and jumping 
or dancing) and that preventing recurrences of their 
problems requires attendance at his shrine, which 
assures protection from the shrine’s many gods. Again 
like other tang-kis I have observed, much of the heal- 
ing in the shrine goes on outside the tdng-kis interac- 
tion with patients, and, as we shall see. involves the 
therapeutic activities of certain cult members as well 
as the general therapeutic milieu of the shrine 


Of special interest is the fact that about half of 


the tang-ki’s cult members are middle aged women 
with remarkably similar life-histories and problems 
Most come from poor families in rural areas. They 
migrated to lower-class sections of Taipei after mar- 
riage, and have been afflicted with serious financial 
and marital problems. Most also have other serious 
family problems. Each has suffered for many years 
from multiple, non-specific somatic complaints affect- 
ing many areas of the body. Most have had clear-cut 
conversion reactions. They relate their symptom his- 
tories with a flourish, playing up the dramatic and 
colorful qualities. Almost all have been diagnosed as 


suffering from neurasthenia. They have made use of 


virtually every kind of clinical care (indigenous and 
professional) without effect. But since joining the cult, 
most have remained symptom free and no longer con- 
sult other practitioners or use drugs. Of the six 
women in this group who we interviewed, ail fit the 
Washington University “hard” diagnostic criteria for 
hysteria [21]. The therapeutic benefit they derive from 
the cult is so obvious that their family members will- 
ingly tolerate the annoyances resulting from their 
nightly participation in the cult. Indeed, some of these 
women sleep in the shrine each night, and at least 
two of those who do are mothers with young children. 

The shrine is called the “Saintly Emperor’s Palace” 
The chief god is the “Third Son of the Jade Emperor” 
(referred to as San-tien-hsia, or San-t’ai-tsu), but the 
shrine is filled with small statuettes of dozens of other 
gods from the pantheon of Taiwanese folk religion. 
The tang-ki can be possessed by any of these gods, 
and each cult member has at least one “master”, the 
god who possesses him/her. The tang-ki is called the 
“master” of the shrine, and cult members refer to 
themselves in Confucian terms as his “sons”. The 
positive virtues of the shrine are contrasted with the 
outside world, the “sea of bitterness” (A’u-hai), which 
is said to be: filled with personal and family prob- 
lems; inharmonious; threatening; and constantly pro- 
ducing sickness and other misfortunes. The shrine’s 
syncretic, and somewhat idiosyncratic, cosmology 
holds that there are three levels of gods with the 
shrine’s gods at the highest level. The cult member 


moves upward until his “master” is one of the gods 
on this highest plane. 5 
Healing sessions begin at night, seven days per 
week. They last from just after dinner often until the 
early hours of the morning. The shrine has one large 
room which can hold about 30 people comfortably 
and a large altar table and altar. It opens to the street 
along one entire side, and cult members and clients 
commonly spill over onto the street. Each night there 
are usually 10-30 new patients, and 20-30 cult 
members. The shrine’s activities can be divided into 
two parts: the hour or so when the tdng-ki, entranced, 
consults with new clients; and the rest of the time, 
during which cult members and patients socialize and 
pray and trance. When cult members are actively 
trancing, it is a wild and colorful scene. Informants 
have described it to me as one of the most exciting 
experiences they have had. This must be especially 
true for lower-class mothers and grandmothers, who 
are otherwise trapped within the confines of the 
Cult members do not merely trance: they 
jump sing, exhibit glossolalia, and 
sometimes engage in with strong sexual 
overtones. For example, men and women touch and 
massage other; jump around together: 
women rub the inside of their thighs and men exhibit 


family 
dance, around, 
activities 
each they 
rapid thrusting movements of the pelvis; at times the 
ecstatic frenzy of the trances resembles orgasmic be- 
this is unusual public behavior 


havior ll of 


in Chinese culture, unsanctioned in any other place 


very 


In their trance and interictal behavior, cult members 
are expected to display behavior characteristic of the 
gods who possess them. While entranced it is not un- 
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and anger. Cult members say they 
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Each new patient burns incense 

problem. The 
patient throws divination blocks to learn if the god 
will answer his question. After the divination blocks 


indicate the god’s consent, the patient waits for the 


to calculate their fate 


and prays, asking the 


tang-ki to go into trance and for the assistant to call 
ier. The tang-ki may ask a question or two, but 

does not. He (the god speaking through the 
tang-ki) informs the patient what is causing his prob- 
lem. He then prescribes various therapies: he gives 
the patient ashes to drink, charms to eat or wear, 
sometimes he prescribes herbs, Chinese medicines, or 
food therapy. At the end he pronounces the patient 
cured or orders him to return regularly to the shrine 
and become possessed (indicating that a god who 
wishes to possess him is causing his problems). His 
explanations frequently mix supernatural, classical 
Chinese medical, popular medical, and even Western 
medical ideas. His therapeutic advice may contain a 
similar mix. The two commonest rituals he performs 
each take less than one minute. In one he writes a 


charm in the air over the patient which is believed 


12 


to transfer power to the patient and drive away bad 
spirits or ghosts. In the other, he rapidly moves his 
hands in front of the patient from head downward 
to mid-body and from feet upward to mid-body. He 
then grasps at the space over the mid-body and 
makes a throwing motion as if he were throwing 
something to the ground. The meaning here is that 
he is cleansing the patient of bad spirits and ghosts. 
Sometimes, he will massage middle aged and elderly 
patients 
After spending five minutes with the tdng-ki, the 
patient returns to his seat in the shrine. There he 
will sit quietly: meditating, praying, or resting. The 
patient will remain in the shrine for several hours. 
During that time he will be treated by several cult 
members, who, during their trances, will massage him, 
give him further divine advice, and attempt to get 
him to trance and/or jump. Other cult members, who 
are not entranced, will give the patient, and the family 
members who most likely have accompanied him, 
friendly and reassuring advice, or will ask them to 
tell their stories. Clients will disclose full accounts of 
their problems to sympathetic listeners several times 
at least. They and their family members may be given 
certain things to do, such as burning large amounts 
of spirit money to propitiate a god or an angry ances- 
tral spirit, or buying special foods to offer to the gods 
which they will later take home and eat. Sometimes, 
ig-ki and his cult members will direct their 
treatment activities more to the oldest or most res- 
ponsible-looking female family member accompany- 
ing the patient than to the patient. 
On seven consecutive nights in this shrine, there 


were 122 new clients: 54 (45%) came seeking treat- 
“) came to have their fate 
determined and bad fate treated; 24 (19%) came 
because of business or other financial problems; and 


ment for sickness; 33 (27° 


11 (9°) came with questions concerning personal and 
family problems. Some of the clients with questions 
about their fate also were concerned about personal 
and family problems. Most clients were lower-class, 
two-thirds were female, and all were Taiwanese. At 
least 25° of the cases were young children or infants. 
Of the sicknesses complained of, by far the most com- 
mon problems were acute, but not severe, upper res- 
piratory or gastrointestinal disorders, probably viral. 
Chronic disorders, such as low back pain, arthritis, 
and chronic obstructive pulmonary disease were 
present; but more prevalent were chronic, non-speci- 
fic complaints, labeled “functional” or neurasthenia 
by Western-style doctors, but which seemed to me 
to represent somatization with depression, anxiety 
neurosis, hysteria, or other psychological problems. 
Most infants came with a history of irritability, poor 
sleep pattern, and prolonged unexplained crying. 
Such cases were diagnosed to be suffering from 
“fright”, and were treated with a ritual which calls 
back the soul that is believed to have been frightened 
away. A client might spend anywhere from the equiv- 
alent of fifty cents to $5.00 U.S., depending on the 
treatment he/she received and the amount of incense 
and paper money he/she had to burn. These charges 
are comparable to, but usually somewhat less than, 
charges in Western-style doctors’ and Chinese-style 
doctors’ offices. Nonetheless, they are considerable 
expenditures for many lower class families. 
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FINDINGS FROM THE FOLLOW-UP STUDY 

We attempted to follow-up 19 consecutive clients 
treated for complaints of sickness over a three-night 
period in this shrine. Several patients were inter- 
viewed before their interaction with the tang-ki, most 
were not. All patients were visited at their homes two 
months after their initial visit to the shrine. Follow-up 
interviews could not be completed with seven cases: 
two gave wrong addresses; three refused to be inter- 
viewed; and two had moved to addresses too far away 
to be followed. Of the 12 patients who were inter- 
viewed at home, one (No. 3) gave very brief answers 
to most of our questions and refused to answer some 
of them; and another (No. 4) had been treated at 
the shrine many times before and was the only return 
patient in our sample. All the others were new 
patients. Each patient was interviewed with the same 
format and questions. Each interview took at least 
30 minutes. We asked patients to evaluate their treat- 
ment in the shrine: was it effective or not? To what 
did they attribute its efficacy (or lack of it)? Had they 
experienced symptom or behavioral change? Why did 
they evaluate their treatment as effective (or not)? We 
asked if their improvement could have been the result 
of the natural course of the sickness. We asked them 
about intercurrent treatment from other health care 
agents for the same problems. We obtained brief his- 
tories of the onset and course of their disorders, and 
attempted to work out our own quick assessment of 
patients’ current physical and psychosocial status. 
Our evaluations were limited because we were unable 
to perform physical exams, blood tests, X-ray examin- 
ations, or psychological tests, either initially or at 
time of follow-up. 

Besides the analysis of the follow-up evaluations 
of these 12 cases, we add a full description of a 13th 
case. That patient, Mr. Chen, was examined by us 
at some length before he was treated by the tdang-ki. 
We also observed some of the treatment he received 
at the shrine, which lasted over many sessions; and 
we were able to follow Mr. Chen’s course at home 
and at the shrine over a period of 7 months. We 
present his case in order to fill out the necessarily 
superficial presentation of the other cases. We feel 


justified in focusing special attention on this particu- 


lar case, because it is typical of many other cases 
we studied in both indigenous practice and modern 
clinical care. It also provides us with an opportunity 
to discuss several salient issues in clinical practice in 
Taiwan, issues which hold considerable cross-cultural 
significance. 

Several notes of caution. Our sample size is 
obviously very small. It would be inadequate to base 
generalizations upon this data were it not for the vir- 
tual absence of other follow-up studies of indigenous 
practice, and that these findings are in line with our 
findings from studies of other indigenous healers as 
well as impressions gained from observation of large 
numbers of patients treated by tang-kis. Nonetheless, 
it is likely our results are skewed toward more posi- 
tive evaluations of healing, since it is reasonable to 
assume that the clients who refused to be interviewed 
were more likely to harbour negative evaluations of 
their treatment. However, even with these cautions 
in mind the results are striking and provocative. 

As we see in Table 1, 10 of 12 patients (83%) 
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reported (or their family members reported) at least 
partially effective treatment. Six patients (50%) 
regarded themselves, or were regarded by family 
members, completely cured. Only two patients (17%) 
are listed as treatment failures. One evaluated her 
treatment a failure, but her mother felt the treatment 
would be effective if tried for a longer period of time. 
The father of one child evaluated his daughter’s treat- 
ment at the tang-ki’s shrine completely ineffective, and 
implied that it had allowed her sickness to worsen. 
Nonetheless, an 83% rate of cure (even partial cure) 
is impressive and would seem to be evidence in favour 
of the efficacy of this indigenous practitioner’s treat- 
ment. Or is it? 

It is fascinating that of the 10 patients whose treat- 
ment was evaluated by themselves or family members 
to be effective: one reported no symptom change at 
all; one infant and one adult experienced only mini- 
mal symptomatic improvement: while a fourth 
patient actually experienced worsening of her symp- 
toms. Two of these patients experienced some beha- 
vorial change (they felt psychologically better after 
being at the shrine), but the other adult did not and 
the infant gave no sign of such change. Furthermore, 
in several cases (e.g. No. 6, No. 10, and No. 11), there 
was some discrepancy between different family 
members’ evaluations of whether or not the tdng-ki's 
treatment had been effective. These cases raise a ser- 
ious question about how evaluations of therapeutic 
efficacy are made. Clearly our patients positively 
evaluated their care for different reasons. In some 
cases symptomatic change was the chief determinant. 
While in others behavioral change was most impor- 
tant. For example, cases No. 4 and No. 6 experienced 
no symptomatic change, but derived psychological 
benefits and probably also social benefits (e.g. they 
got out of the house, away from family problems, 
socialized with friends, enjoyed the exciting atmos- 
phere, etc.) from their treatment. Other patients 
explained to us that negative evaluations of their 
treatment in the shrine might prejudice the gods, 
whose favours they were seeking, against them, and 
thereby worsen their disorders. Other patients appar- 
ently could not bring themselves to challenge the 
tang-ki and the cult members, who had repeatedly 
and emphatically told them they were cured. Indeed, 
in this shrine and others, if one asks patients to evalu- 
ate their treatment while they are still in the shrine, 
immediately after being treated, one obtains uni- 
formly positive evaluations. That is why home visits 
at a later date are necessary. In case No. 1 certain 
problems improved, while others did not, but the 
overall impression was one of effective treatment. We 
have not exhausted all the issues surrounding these 
evaluations of the efficacy of healing. They illustrate 
the special criteria patients use to evaluate their treat- 
ment. These criteria differ amongst patients and even 
amongst family members. They are quite different 
from those we employed, as a comparison between 
our evaluations and patients evaluations demon- 
strates. Such a comparison also reveals differences in 
the criteria indigenous and Western physicians 
employ to evaluate therapeutic success. It is worth 
noting that no patients were willing to say that 
natural course of the disorder was responsible for 
their improvement (after we explained the concept to 
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them), even though several admitted that this was a 
possibility. As we shall see in the Comments, these 
results also point to the strong influence of culture 
on evaluations of therapeutic efficacy. 

The tang-ki essentially regarded all of these cases 
as cured (at least in part), since those who returned 
to the shrine told him that they were, while those 
who were not helped did not return, which he took 
to mean they had been cured. Furthermore, cure also 
meant to him that the supernatural agencies causing 
these problems were appropriately treated, and this 
he felt had happened in each case. In the cases of 
“fright”, (ching, kia"; or shou ching “catch fright”), he 
evaluated cure not so much by the condition of the 
infants as by the responses of their mothers. Here 
alleviation of the distress of a key family member was 
a criterion of cure. 

Our evaluations suggest that the question of effi- 
cacy in this case sample is problematic. To begin with, 
what was effectively treated? In one case we have a 
naughty child who (to our minds) is not sick at all 
Effective treatment of a sickness may be a similarly 
irrelevant concern in the two cases of “fright”. These 
infants may have had some minimal, seii-i:mited sick- 
ness, but just as likely were cranky or “colicky” for 
reasons having nothing at all to do with sickness. 
Several patients seemed to be suffering from self- 
limited disorders (possibly viral syndromes) which 
probably improved spontaneously, as part of the 
natural We thought that 
two, and possibly three, of the patients were suffering 
from somatization. Their somatic complaints were 
secondary manifestations or symbolic expressions of 
underlying psychological disorders. Evaluation of 
therapeutic efficacy in these cases depends on what 
happens to the underlying psychological problems. In 
the two cases with hysteria, treatment seemed at least 
partially Finally, several patients who 
reported symptom relief were receiving other thera- 


course of such disorders 


successful 


pies, including Western drugs known to be effective 


for these specific symptoms. Thus, from our perspec- 
tive, only a few of the cases seem to provide evidence 
in favour of the efficacy of this indigenous form of 
healing. We do not find conclusive evidence to show 
that a single case of a biological-based disease was 
effectively treated by the tang-ki’s therapy alone 

It is of particular interest that the only patients 
who did not evaluate their treatment to be effective 
both suffered from severe acute disorders: one soma- 
tic and one psychological 

Findings from our other studies support these 
results. For example, on two other consecutive even- 
ings in this shrine, there were 16 cases who presented 
with health problems. Fifteen involved somatic com- 
plaints, compared with 11 out of 12 in this study. 
The 16th patient was suffering from catatonia, but 
the treatment was organized around a relatively 
minor skin lesion which she had rather than for her 
major mental disorder. (The tang-ki told us he could 
not cure severe or chronic mental illnesses.) Here is 
further evidence for somatic preponderance amongst 
complaints treated by this indigenous healer. And we 
have evidence that, in Taiwan, indigenous and profes- 
sional practitioners principally see patients who com- 
plain of somatic symptoms. Even in the Psychiatric 
Clinic of the National Taiwan University Hospital, 
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70% of patients with documented psychiatric dis- 
orders present with somatic symptoms [22]. This 
points to the fact that most psychological care in 
Taiwan is disguised as the treatment of somatic prob- 
lems. 

Of the 15 cases mentioned above: four had chronic 
cardiac and chest diseases; six had mild or moderate 
viral-like, self-limited disorders; and five were exper- 
iencing somatization. Of the last group, two suffered 
from anxiety neuroses and three had major family 
and other interpersonal problems. These findings are 
supported by analysis of approximately 100 cases we 
followed who were treated by different kinds of indi- 
genous practitioners. Almost 90° were: (1) non-life- 
threatening, chronic diseases in which management 
of psychological and social problems related to the 
illness were the chief concerns of clinical care; (2) self- 
limited diseases; and (3) somatization. The last group 
accounted for almost 50% of cases. The overwhelming 
majority of these cases were satisfied with the 
indigenous care they received and believed it to be 
at least partially effective. However, many cases with 
diseases were not satisfied with indi- 
and did not believe it to be effective. 


severe acute 


genous care 


Clearly, then, indigenous care is effective for certain 


kinds of problems but not for others. Intriguingly, 
in our research in Taiwan about half the case loads 
of private Western-style doctors were made up of the 
same kinds of disorders that were preponderant in 
the practices of indigenous practitioners. But here we 
found patient satisfaction to be considerably less and 
evaluations of efficacy no better. The major difference 
is in the treatment of severe acute disorders, where 
Western-style practitioners are rated by patients as 
very effective, whereas, we have already noted, indi- 
genous practitioners are thought not to be effective. 
These evaluations fit with patient choice of treatment. 
In 115 families in Taipei questioned about specific 
sicknesses they had experienced, more than 90% of 
all problems were first treated at home. Thereafter, 
severe acute disorders were brought to Western-style 
doctors, while chronic disorders were brought to 
either Western-style doctors or indigenous healers. 
Self-limited sicknesses and somatization cases tended 
to end up more frequently in the treatment settings 
of the latter than in the clinics of the former, though 
many were brought to Western-style doctors as well. 

Two further findings are worth reporting. Of 100 
cases treated by indigenous healers, at least three had 
negative effects on the patients’ diseases. In two cases, 
patients with marked hypertensive cardiovascular dis- 
eases were ineffectively treated while there was pro- 
gressive worsening of their congestive heart failure. 
Both cases were delayed from receiving effective care 
because of indigenous treatment. In another case, an 
indigenous healer ineffectively treated a young girl 
with severe hepatitis, and in so doing delayed her 
from receiving adequate diagnosis and potentially life- 
saving therapy. In our experience, however, such situ- 
ations are distinctly unusual: most cases who suffered 
from serious disorders for which there was effective 
modern treatment and no effective indigenous treat- 
ment, but who were receiving indigenous treatment 
anyway, were concurrently receiving the appropriate 
treatment from Western-style doctors. Families of 
patients and most (but, unfortunately, not all) indi- 


genous practitioners whom we encountered were 
generally quite sensitive and knowledgeable about 
those disorders for which indigenous treatment was 
clearly ineffective but for which modern treatment 
was effective. Nonetheless, this problem remains a dis- 
turbing and potentially dangerous issue. 

Finally, on several occasions we met patients with 
chronic incapacity (e.g. hemiplegia from cerebrovas- 
cular accidents or paralysis secondary to infantile 
polio, as in Case No. 4 above) and even terminal 
diseases (e.g. hepatic carcinoma) who had been dis- 
charged from modern health care facilities as untrea- 
table and who were receiving active treatment from 
indigenous practitioners. These patients, and their 
families, reported that they felt psychologically better 
and experienced active social lives in place of vegetat- 
ing existences, because of indigenous care. This was 
definitely true of three patients we followed who were 
treated in the therapeutic milieu of the tang-ki’s 
shrine. 


THE CASE OF MR. CHEN 


Mr. Chen, our patient, is a 44 year old married 
Hakka male. He is a lower middle-class master wood- 
worker with a primary school education who lives 
with his wife and five children in a poor but newly 
developed urban district on the edge of Taipei. He 
came to this shrine (his first visit here) to be cured 
of a chronic recurrent illness. He was introduced to 
the shrine and its tang-ki by several of his neighbors 
who belong to the tang-ki’s cult, who, like Mr. Chen, 
belong to Taiwan’s Hakka minority [23]. Mr. Chen’s 
neighborhood includes more than 100 people who 
have been treated at this shrine. He knows dozens 
of individuals who claim to have been cured by this 
tang-ki’s chief god. 

Mr. Chen complains of a vague sensation of dis- 


_ comfort in his chest: “a feeling of pressure or tension”. 


He feels as if his chest muscles are snapping apart. 
He also complains of being very troubled or anxious 
(fan-tsao). He describes this feeling as both a psycho- 
logical and physical one: a disturbing sense of inner 
tension which he feels is located in his chest, where 
it produces a physically discomforting sensation 
which he also experiences as a general nervousness 
and worry. Even so, he makes it clear that his preoc- 
cupation is with the physical components, which he 
takes to be primary. These include feelings of general 
weakness, malaise, and also tension in the back of 
his neck. His is a physical illness, he tells us. But 
he admits his symptoms either start or worsen when 
he is worried about business or family problems. As 
his symptoms worsen, he worries increasingly about 
his health problem. 

Mr. Chen’s illness first began 16 years before. He 
was then living alone in Taipei trying to establish 
a woodwork business. Business was poor, and he was 
suffering serious financial problems. He felt lonely 
and unhappy. He worried a great deal about failure. 
Chinese-style and Western-style medicines were un- 
helpful. He eventually left Taipei and returned to his 
family’s home in a Hakka region of Taiwan. There 
he consulted four Western-style doctors, none of 
whom was able to diagnose precisely what ailment 
he was suffering from. A Chinese-style doctor told 
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him that his problem was caused by “working too 
hard and worrying too much”. That this in turn 
caused “fire” from his lungs, liver, and heart to “rise 
up” into his chest, where it “inflamed the nerves” in 
his chest. This diagnosis impressed Mr. Chen because 
it could explain both the chest discomfort and the 
tension. From that time on he considered himself suf- 
fering from huo-ch’i ta (excessive internal hot energy). 
This problem he associated with an excessively hot 
(symbolically hot) physical constitution, a tendency 
to irritability and anger, and a variety of nonspecific 
complaints that he had had. He quite literally could 
feel heat or “fire” in him when he was worried, burn- 
ing beneath his sternum—just as the popular ideology 
says it does. 

Although the Chinese-style doctor diagnosed his ill- 
ness, he was unable to cure him with Chinese medi- 
cine. This led Mr. Chen to seek advice from a fortune- 
teller who told him (as he already feared) that he 
had “bad fate”. The bad fate, said the fortune-teller, 
was responsible not only for the illness but also for 
the inability of the doctors and the medicines to cure 
the illness. When his fate changed, then Mr. Chen 
would experience good fortune generally and specifi- 
cally his illness would be cured by doctors or medi- 
cine. The fortune-teller went on to report the “true 
cause” of his client’s problem: an ancestor—one from 
the underworld who was not being worshipped by 
his/her descendants—was “bothering” him. The 
fortune-teller advised Mr. Chen to find out which 
ancestor it was, so that he could properly propitiate 
him/her. 

He immediately realized that the ghost haunting 
him might very likely be his biological mother. She 
and his father had divorced when he was four years 
old. Even though his biological mother had ‘asked 
him to come to see her when she was dying and to 
worship her as an ancestral spirit after her death, his 
father had prohibited him from doing so, a prohibi- 
tion which Mr. Chen implied had been a chronic 
source of worry. Mr. Chen confirmed this impression 
by throwing the divination blocks which landed in 
such a way as to indicate the god’s answer was “yes”. 
Knowing then that it was indeed his mother’s ghost 
which was troubling him, Mr. Chen prayed to her, 
offering her meats and wine. He asked her to release 
him from his illness, and in turn prayed that her soul 
would be released from suffering in the underworld. 
Ten days later his symptoms disappeared entirely. 

For the next 10 years he remained essentially free 
of this problem, although he recognized a tendency 
to worry about his affairs much more than others 
did. The full-blown disorder recurred again when his 
wife developed a strange, incapacitating neurological 
disease and at a time when he was once more in 
a bad financial situation. His wife’s malady slowly 
departed over the course of a year, and after she 
regained her health and their financial situation im- 
proved, his symptoms also disappeared. He and his 
wife attributed both cures to the help of gods whose 
temples they had prayed at, even though his wife had 
also been taking various medicines. Mr. Chen came 
to the conclusion: medicines could only cure mild 
or “bogus” illness, while the gods alone could cure 
“true” illness. 

Recently, Chen’s symptoms 


Mr. panoply of 


returned. They appeared at a time when Mr. Chen’s 
business was at a crucial stage, one that he believed 
could lead to either failure or success. Western and 
Chinese medicines proved ineffective. Western-style 
doctors’ diagnosed neurasthenia (shen-ching shuai-jo), 
which he accepted as the name of his problem and 
believed to be a physical disorder. But they, as well 
as the Chinese-style doctors he consulted, were unable 
to relieve his symptoms. All X-rays and blood tests 
done at this time were normal. He became preoccu- 
pied with his somatic complaints. Although he talked 
to family members and friends about these symptoms, 
he could not talk about his anxiety and fears with 
anyone. 

He met members of the tdng-ki’s cult and the 
tang-ki himself. The tdng-ki told him: “You have no 
problem! You should rest quietly at my shrine.... 
Wait! The god will come to you” 

He immediately went to the tang-ki’s shrine. (Note 
that he did this even though it cost him precious time 
from his work, which he usually carries out seven 
days per week for at least ten, and often more, hours 
per day.) After arriving at the shrine (his first visit), 
Mr. Chen quietly sat off in a corner surrounded by 
his friends and neighbors, including the tang-ki’s chief 
male assistant. They told him that he would be better 
after eating charms and sacred ashes which were 
being specially prepared for him by the tang-ki. His 
friends frequently reassured him. They repeated the 
tang-ki’s advice, which Mr. Chen already had memor- 
ized, “You have no problem! You should rest quiet- 
ly... Wait! The god will come to you”. Every few min- 
utes, other members of the tdng-ki’s cult, usually 
people from Mr. Chen’s neighborhood, came up to 
him and gave him encouraging advice. They told him 
about their own cases: how they were healed here. 
They told him that he too would be healed. They 
related to him stories of clients with problems either 
similar to his own or much worse, who were “miracu- 
lously” cured in the shrine. While he swallowed the 
charms the tang-ki had prepared for him, they smiled 
and said: “Ah! Surely now it will not be long until 
you are better”. During all this time the tadng-ki had 
not “officially” consulted with Mr. Chen. But looked 
over at him every few minutes, was not 
entranced, and smiled, shaking his head affirmatively. 
Mr. Chen told me that he expected to be cured and 
that he believed one of the tang-ki’s gods would make 


1 


when he 


his illness go away. 


Initial mental status examination 


When I first met Mr. Chen at the time of his initial 
visit to the shrine, before he had been treated by the 
tang-ki, I carried out a full mental status examination. 
That examination revealed marked anxiety, but no 
other significant abnormalities. Motor behavior, 
orientation, speech, and thought structure and con- 
tent were not remarkable. He did not appear 
depressed and gave no history of experiencing the 
somatic concomitants of depression. He was preoccu- 
pied with his chest discomfort and frequently rubbed 
or pointed to his chest. He was circumspect with his 
answers, and did not give full replies to questions 
about his family and personal history. His behavior 
seemed to make his friends also somewhat uneasy. 
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Mr. Chen showed only quite limited insight into 
(and interest in) the psychological sides of his illness, 
favored a somato-psychic rather than a psychosoma- 
tic causal sequence. He turned most questions about 
affect and beliefs into responses about somatic com- 
plaints. When questioned about his feelings and other 
aspects of his personal life, he spoke very generally, 
actively suppressed most private information, and ela- 
borated hardly at all. In all of these regards, he was 
like many other Chinese patients I have interviewed, 
and like non-patient informants as well. These aspects 
of behavior are unusual when viewed from an Ameri- 
can standpoint, but normal when seen from the per- 
spective of Chinese culture. 

In summary, Mr. Chen presented no evidence of 
psychosis or other major psychopathology. He did 
present considerable anxiety and marked somatic 
preoccupation. Since I was unable to perform a physi- 
cal examination or laboratory tests, the history and 
mental status exam had to suffice as the basis for 
formulating a diagnosis. My impression was (and still 
is) that Mr. Chen suffered from an acute exacerbation 
of a chronic anxiety neurosis owing to psychosocial 
stress, principally involving financial and business 
concerns. That same stress had precipitated several 
earlier acute anxiety attacks. These episodes, includ- 
ing the present one, involved somatization as a 
secondary manifestation of his primary psychological 
problem. 


Treatment in the tang-ki’s shrine 

Although Mr. Chen spent more than four hours 
in the shrine at the time of his first visit, the tang-ki 
spent very little time with him, less than ten minutes. 
He was one of approximately 10 new cases the tang-ki 
treated while in his trance. The tang-ki saw Mr. Chen 
after the latter had been at the shrine for more than 
two hours. The assistant called out Mr. Chen’s name, 
date, day, and time of birth; and his problem: health 
problem. The entranced tang-ki spoke authoritatively. 
The god stressed the desirability of Mr. Chen coming 
to the shrine as often as possible. He then told Mr. 
Chen that his problems were due to the shrine’s chief 
god, who was troubling Mr. Chen because he wished 
to become his master. Once Mr. Chen “allowed” the 
god to possess him he would become his disciple, 
and his complaints would go away entirely. Further- 
more, the god would protect him (as long as he served 
the god as a faithful disciple by attending regularly 
at the shrine) from further episodes of this illness, 
and would reward him with good health, long life, 
a large, prosperous family, and success in business. 
But Mr. Chen must be patient. 

The tang-ki wrote out sacred charms for Mr. Chen. 
He scooped up some ashes from the large incense 
pot on the altar table. Both of these were wrapped 
up by his assistant and handed to Mr. Chen, who 
was instructed to eat them. Then the tdng-ki took 
his writing brush and several burning incense sticks 
in his right hand and made passing movements before 
Mr. Chen as if he were writing a charm over his body. 
(The meaning of this ritual, which Mr. Chen later 
told us he did not understand, is that the tang-ki 
transfers the god’s power through the illegible charac- 
ter (the sacred symbol) he draws over the client to 
the client himself, where it heals by improving his 


fate, driving away evil forces, or acting directly on 
the sickness, depending on the cause.) The tang-ki’s 
last words were repeated several times: “You have 
no problem!” This is a special term used in this shrine 
to indicate that the client will receive the god’s full 
therapeutic efficacy and will be healed. Again, Mr. 
Chen did not understand the special meaning of this 
term at the time of this first visit to the shrine. Before 
Mr. Chen returned to his seat, the tang-ki wafted in- 
cense and perfumed resin around his head, something 
that he does to encourage trance behavior. The chief 
male assistant encouraged Mr. Chen to let himself 
relax and to allow the god to possess him. 

Compared with his treatment of other cases, the 
tang-ki’s behavior with Mr. Chen was much less dra- 
matic. He kept his powerful voice low. He did not 
perform any involved, impressive, or frightening ritual 
activities, which he did do in other cases. And he 
made no attempt to focus the concern of his large 
audience on Mr. Chen, a strategy he sometimes 
employs in difficult cases. This treatment was much 
quieter and more private than most I witnessed in 
this shrine. 

In fact most of Mr. Chen’s “therapy” during this 
first visit was provided by the milieu not the tang-ki. 
He received a great deal of support from friends. 
When he returned to his seat in the rear of the shrine, 
his friends and neighbors again formed a small group 
around him. They told him he would now certainly 
be cured. They suggested he close his eyes, relax, and 
try to trance. They also told him not to feel disap- 
pointed if he was unable to trance this night, since 
for one to trance and jump around is like an infant 
“growing up and learning first to sit, then to crawl, 
stand, and finally walk”. Mr. Chen did not in fact 
trance that evening. He remained sitting quietly in 
his chair, his eyes often closed, trying, as he later told 
me, to “meditate”. Mr. Chen reported feeling slightly 
better after this first night’s treatment. He was confi- 
dent he would be completely cured. He could relate 
no evidence to support his self-assessment, however. 
His symptoms were still present. “Somehow I feel 
better.” (Since he told us this shortly before he left 
the shrine to return home, we should be cautious 
about interpreting this assessment. None of the 
patients treated in shamans’ shrines whom I examined 
ever told me, while they were still in the shrine, that 
they did not feel better even if only very slightly so. 
Many seem to feel really better even if only transiently 
so; others fear antagonizing the god by making nega- 
tive comments, especially since they have come to 
enlist the god’s help; and virtually no one is impolite 
or stolid enough to reveal openly how they actually 
feel in the presence of the tang-ki and other members 
of the shrine.) 

Mr. Chen returned to the tdng-ki’s shrine each 
night for one week. Thereafter, he returned almost 
every night for several months, failing to attend only 
when he was engaged in important business and 
family obligations. After the second night in the 
tang-ki’s shrine he reported feeling a great deal better, 
and he claims to have felt completely well after the 
third night there. On neither of these evenings did 
the tang-ki formally treat him. The second night one 
of the female cult members, herself in trance, actively 
treated him. She forced him (much against his wishes 
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and to his clear embarrassment) to jump around with 
her; but he did not trance. On the following night, 
the cult’s chief female healer placed her hands on him, 
massaging and slapping his arms, legs, and chest. 
(These movements are believed to help drive out evil 
influences from the body. This is one of the very few 
socially legitimated occasions when men and women 
can touch each other’s bodies in public.) Again, he 
was led away from his chair and forced to jump 
around. This night he tranced. He flung himself 
around the shrine violently, and eventually collapsed 
to the floor exhausted after about 15 minutes. He 
then lay on the floor, not asleep but apparently un- 
able to move, for a similar period of time. When he 
threw himself on the floor sweat was pouring off his 
face, his shirt was completely wet and sticking to his 
skin, and he was momentarily the focus of attention 
of the many people in the shrine. (While he jumped 
around, he copied the actions of the shrine’s many 
trancers, who themselves copy the stylized movements 
of characters in Taiwanese folk opera. But Mr. Chen’s 
behavior was considerably less controlled and more 
violent than those of the experienced cult members. 
The latter told us that he would learn in time how 
to control his trance behavior). Recalling his first 
trance, Mr. Chen states that he heard people talking 
around him, and did not feel as if the god was pos- 
sessing him. 

Mr. Chen attributed special healing powers to a 
handsome, middle-aged Hakka woman, his neighbor 
and the shrine’s chief female healer who, along with 
the tang-ki, are the two most charismatic figures in 
the shrine. Her master is “Monkey”, a deified folk 
hero in Chinese culture, who is reported to possess 
many magical powers, regarded as clever and cun- 
ning, and who is called by the tang-ki “he who finds 
out all secrets” [24]. Her healing skills are highly 
valued in the shrine and were well known to Mr 
Chen before he came. She told him he must come 
back to the shrine each night. Since that time he has 
returned to the shrine regularly, but has only tranced 
and jumped around on several other occasions. Most 
of the time he sits quietly in the shrine and meditates; 
or he speaks with friends. During each of his visits, 
the tang-ki’s chief male assistant speaks with him at 
length. This assistant is a very large man who usually 
acts deliberately and calmly, with a soft smile, radiat- 
ing warmth and confidence. His slow, methodical 
movements and quiet speech and Buddha-like smile 
create a model that is the very opposite of anxiety. 
He is a close neighbor of Mr. Chen’s, and has known 
him for many years. They may sit together for 45 
minutes to an hour, or even more. Mr. Chen’s motor 
behavior and speech become noticeably less quick 
and intense in the assistant’s presence. 

Since his initial visit to the shrine, Mr. Chen has 
taken no medication. He has not gone to consult 
other shamans or other kinds of healers. He believes 
that his illness has been cured, and that the cure is 
the result of the shrine’s chief god, whose faithful dis- 
ciple he has become. 


Follow-up interviews 

Mr. Chen’s subjective evaluation. The first follow-up 
interview with Mr. Chen took place five days after 
his initial visit to the tdang-ki’s shrine and two days 


after he first tranced. We visited him at his home. 
We also spoke briefly with his wife and children. Mr. 
Chen first reported to us: “I feel better...I have been 
cured”. He said both the feeling of discomfort in his 
chest and his feeling of tension had disappeared. 
Whereas before his chest discomfort often was pro- 
voked by hard physical work, it had not bothered 
him for the past several days in spite of the fact that 
he had been working very hard. He repeated to us 
that he had felt slightly better after his first night 
at the shrine, much improved after the second night, 
but only after the third night there did he feel com- 
pletely better. He still remains worried about his busi- 
ness and financial concerns (but no longer about his 
health). But these worries he distinguishes from the 
marked tension he had been feeling. He does not feel 
as if his responsibilities have been lessened or trans- 
ferred to the shrine’s god, indeed he lists them in full 
for us, but he is more confident now that he can 
successfully cope with them. He repeats again and 
again his cure is “strange”; it cannot be explained 
by him or by us. Mr. Chen said we must accept it 
as something that passes our understanding. The god 
has cured his health problem, now he himself must 
work out his business problems 

Objective Mr. Chen looks con- 
siderably more relaxed, much less outwardly anxious, 
and less troubled and distressed than at the time of 


evaluation. To us, 


our initial evaluation. His voice is stronger, and he 
is more assertive. Unlike our first meeting, he main- 
tains eye contact, does not glance away, smiles fairly 
frequently, and has generally quite good communica- 
tive rapport. He carries himself with much more con- 
fidence. These behavioral changes are as striking to 
my Taiwanese research assistant as they are to me 

Mental examination is remarkable only 
because it reveals no significant anxiety. Mr. Chen 
also denies any physical complaints. We observe him 
hard at work and relaxing with his family. In both 
situations he acts entirely appropriately, displaying 
almost none of the signs of anxiety which were so 


Status 


pronounced five days before 

My overall impression is that he demonstrates no 
significant and that his former 
anxiety has and perhaps entirely, 


relieved, while his physical symptoms are no longer 


psychopathology, 
been largely, 


present. 


Further follow-up evaluations 

Almost three weeks after this first follow-up visit, 
I saw Mr. Chen again at the tdng-ki’s shrine. He 
looked much the same as when we first met: restless, 
quite anxious, and preoccupied with his troubles. 
Although he reported feeling well, he also admitted 
he still occasionally suffered from discomforting feel- 
ings of tension in his chest, along with fatigue and 
malaise. He remained worried about his business. (To 
me he seemed a good deal more troubled than at 
our first follow-up visit.) He told me he comes to 
the shrine almost every night. As soon as he arrives, 
he feels better: calmer and less tense. By 11.00 p.m., 
when he returns home, he usually feels entirely 
relieved. When he arrives at home, he is able to go 
directly to sleep, and sleeps soundly until his usual 
time for awaking. Mr. Chen told me that though his 
anxious feelings still occasionally return, they are less 
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severe than before. Moreover, by concentrating on 
the shrine, and “filling my mind with things concern- 
ing the shrine”, Mr. Chen claimed to be able to exert 
some self-control over these daytime bouts of anxiety. 
He feels especially “good”, and even “happy”, when 
he is able to trance and jump about at the shrine 
in the evenings. His wife encourages him to go to 
the shrine regularly because he seems to be better 
after he returns home, whereas he gets worse if he 
does not go. He reported no significant changes in 
his business. During the day he now sees more of 
those neighbors who also attend the shrine. 

Mr. Chen told me the following story: one week 
before the shrine’s congregation made a pilgrimage 
to a shrine in the south of Taiwan. Mr. Chen accom- 
panied them. Before they departed he felt a painful 
lump in his throat, and had difficulty swallowing. He 
also had a night cough. His feeling of tension returned 
and was quite severe. He was deeply concerned about 
his health again. He bought both Chinese medicine 
at a Chinese pharmacy and Western medicine at a 
Western pharmacy, which the pharmacists prescribed 
for his symptoms, but neither was effective. He some- 
what reluctantly told the tang-ki about the recurrence 
of his problem. This was the first time he had formally 
consulted the tdang-ki since his first visit. The tang-ki 
replied that the god was testing Mr. Chen’s patience. 
He told Mr. Chen: “After you are able to trance and 
jump about regularly, which you are not yet able to 
do, you will get better”. During the trip to the south, 
the tang-ki, his chief male assistant, and some of Mr. 
Chen’s neighbors who belong to the cult spent much 
time with him. The evening they returned (four days 
before this interview), Mr. Chen’s physical symptoms 
disappeared, though he remained anxious. 

Before going on this two day pilgrimage, Mr. 
Chen’s business had become very active. He felt under 
much finish his work; moreover, he 
wanted to finish it before he left on the journey. At 
the last moment, he almost decided not to go. But 
his friends and neighbors persuaded him to go. His 


pressure to 


wife supported this view. At the shrine they visited, 
Mr. Chen did not trance, but he felt less tense. Indeed, 
he told us he had “a good time” on the trip. 

During this interview, I was impressed by the 
obviously high level of Mr. Chen’s anxiety, this time 
in the absence of physical complaints. Unlike before, 
he sat in the shrine without closing his eyes and medi- 
tating. Nor did he exhibit any signs of trance. Instead, 
he constantly looked around to gaze momentarily at 
different people, occasionally took a nervous glance 
at his watch, and, on the whole, revealed himself to 
be quite uneasy and easily distracted. Although he 
did not formally consult the tdng-ki, he spoke with 
him from time to time when he was not in his healing 
trance. The chief male assistant sat by Mr. Chen’s 
side for most of the evening, talking slowly, occa- 
sionally smiling in a relaxed and easy-going style 
which contrasted sharply with Mr. Chen’s behavior. 
Just before he departed, he seemed less anxious than 
earlier in the evening, laughed aloud at a funny story 
the tdng-ki told those around him, and warmly 
exchanged formal words of courtesy as he left. To 
my mind, Mr. Chen was suffering a recurrence, and 
being treated for it. 

Three months later, we again interviewed Mr. Chen 


at the shrine. This was the evening of a local festival 
celebrating the birthday of one of the shrine’s gods. 
About 100 people crowded into the shrine and pres- 
ented offerings of food to the god. It was noisy. Many 
people, in trance, were jumping about. 

Mr. Chen was present along with his wife and their 
youngest child. He told us emphatically that he no 
longer suffered from an illness. At times he still gets 
a sensation in his chest but it only lasts a few 
moments. His business has been doing very well. 
Outwardly he showed no anxiety. He smiled easily. 
and talked to me at length with considerable com- 
petence and ease. He did not point to or rub his 
chest. He was quite well dressed, and appeared (just 
as he purported to feel) prosperous and happy. His 
wife, who also seemed unconcerned, agreed with her 
husband’s statements about himself. Later in the 
evening, Mr. Chen went into a trance while sitting 
on a stool: he rapidly turned his head from side to 
side, with his eyes and mouth closed, and with both 
hands slapping his thighs. This lasted for about five 
minutes. He did not get up and jump or sing with 
the many cult members who did so throughout the 
shrine. After coming out of his trance, his face was 
covered with sweat and he smiled broadly at his three 
year old son. According to Mr. Chen, his wife, and 
others at the shrine, he had been free of signs and 
symptoms of anxiety for several months, and also had 
not complained of physical discomfort. 

One month later, several days before I left Taiwan, 
I paid a final visit to this shrine. Again, it was the 
time of a festival. There was much noise and excite- 
ment. Most of the tang-ki’s cult were present, well 
over 100 people, including Mr. Chen. He was relaxed 
and obviously enjoying himself. I did not observe any 
signs of anxiety, and he neither reported those nor 


physical complaints to me. He told me he felt well. 
He reaffirmed that his old illness, “neurasthenia”, he 
called it, was no longer a problem. Indeed, from the 
time of our last encounter until now, he had experi- 
enced no difficulties at all. He had become an active 
member of the cult, and was assisting with the moving 
of furniture and ritual objects. Mr. Chen was now 


part of the shrine’s “therapeutic milieu”. He even 
talked with several new clients, offering them support 
and, in one instance, telling his own story as an 
example of the chief god’s efficacy. He spoke as if 
his problem had long since ceased to trouble him. 
With this new client he talked of his “new life” as 
a member, and contrasted it with the sufferings of 
his former existence in the “sea of bitterness”. Every- 
one around him agreed that Mr. Chen had indeed 
been cured. I wanted to question him at length, but 
he told me he was embarrassed to talk about “bad 
things” when things were now so “good” with him, 
his family, and his business. And he reminded me 
to talk of such things could tempt fate, anger the 
god, and induce a change in fortune. At that moment 
the tang-ki came by and told us: “Is it not enough 
Mr. Chen is well? Must you trouble him more? He 
is cured! The god cured him. What more do you need 
to know?” 

Miss Sung performed a 7 month follow-up, at 
which time she found Mr. Chen to be unchanged. 
He was, and had been throughout this time, free of 
somatic complaints. He did not appear anxious, and 
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denied experiencing any acute anxiety states. Mr. 
Chen was still an active member of the tdng-ki’s 
cult [25]. 


COMMENTS 


The follow-up cases illustrate the complexities sur- 
rounding cross-cultural evaluations of treatment out- 
comes. First, studies of indigenous forms of clinicai 
care place certain constraints on the analytic tools 
the researcher can use to evaluate illnesses and treat- 
ment responses. It would have been helpful in these 
cases to have carried out our own physical examin- 
ations, given certain psychological tests, and reviewed 


X-rays, EKGs, and blood test results, but none of 


this was feasible. On the other hand, studies that have 
attempted to do this have so drastically altered the 
treatment situation, that what they ended up studying 
was not actual indigenous practice. Secondly, as we 
have pointed out, almost all anthropological assess- 
ments of therapeutic efficacy dispense with follow-ups 


entirely, and rely simply on the subjective report of 


the patient, almost immediately after he is treated, 
or on the ethnographer’s independent judgement. 
Both approaches are inadequate, since anthropolo- 
gists usually do not possess the training to make such 
assessments (and when they make them usually fail 
to specify how these assessments were made), and 
treatment outcome simply cannot be evaluated im- 
mediately after treatment is performed because, for 
reasons already mentioned, most patients are con- 
strained to affirm at least some level of treatment suc- 
cess while they are still in the treatment setting, and 
because such assessments give no sense of the effect 
over time. Furthermore, in mosi situations it remains 
unclear what illness is being treated. It is abundantly 
clear that a chronic recurrent illness, like Mr. Chen’s 
disorder, requires study for a considerable period of 
time so as to be able to examine the effect of therapy 
on its chronic course and to rule out spontaneous 
remissions. 

To make much of a single case, or a single series 
of cases, is particularly dangerous. Although Mr 
Chen’s case is one of many I have followed, generali- 
zations based on independent cases (even a fairly 
large number of them) can be quite misleading since 
strong biases operate in indigenous treatment settings 
to select unrepresentative cases—those with more im- 
pressive illness manifestations and treatments, and 
immediate responses. Retrospective studies (which 
make up much of the literature) are notoriously unre- 
liable; but even prospective evaluations, such as Mr. 
Chen’s case, can be unreliable because there are so 
many important variables which are difficult or im- 
possible to control: type of illness, age, social class, 
prior treatment, concomitant treatment by other 
kinds of practitioners, etc. Comparative research 
requires matched patient groups, but this is difficult 
to achieve in field studies. And, of course, there is 
a strong observer bias. Almost everything in the treat- 
ment setting encourages the researcher, like the 
patient, to affirm the success (even if in quite limited 
terms) of treatment. 

To my mind, these problems usually make it im- 
possible to carry out rigorous studies of indigenous 


healing which are comparable to the best studies of 


treatment outcomes in modern medical settings both 
in the U.S. and cross-culturally. Such scientifically 
rigorous studies can be carried out in Taiwan at. the 
National Taiwan University Hospital’s outpatient 
psychiatry clinic, where only a small fraction of cases 
are treated, but not in shamans’ shrines, fortune- 
tellers’ offices, and ch’ien interpreters’ temples where 
the great majority of cases are treated. When the 
treatment intervention is psychotherapy (modern or 
traditional) the problem of determining outcomes 
even in a modern treatment setting is considerable. 
All of which leads me to argue not against doing 
such studies, but for recognition of their serious limi- 
tations. For example, in the follow-up study of 12 
consecutive cases, our results were almost certainly 
skewed toward more positive evaluations of treat- 
ment, as we already noted, 
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From the sacred folk healer’s explanatory frame, 
ness may be due to bad fate or possession either di- 
rectly causing illness or interfering with treatment. 
Successful treatment means appropriately treating the 
fate or expelling the god or ghost possessing the 
client, which should lead to symptom relief (in his 
theory), but at times (for various reasons that he can 
list) does not. In such a case, he might claim partial 
or complete cure even in the absence of symptom 
change; although he will either predict such a change 
for the future or explain that another problem has 
been encountered which also must be “cured”. Practi- 
tioners of shamanistic and other temple-based healing 
in Taiwan are usually quite clever at explaining thera- 
peutic failure in such a way as not to imply that their 
god’s healing powers have been inadequate. Chinese- 
style doctors use the pulse both to diagnose illness 
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and evaluate if the patient has returned to a har- 
monious state of bodily functioning. They sometimes 
will tell patients who feel entirely better that they are 
still ill, since the underlying problem has not been 
completely treated. I have seen Chinese-style doctors 
tell patients that even though their symptoms have 
not “yet” improved, their pulse indicates treatment 
has been effective. Of course, this very same process 
occurs all the time in Western medicine, when the 
physician attributes cure or improvement to 
measured changes in blood electrolytes and other 
chemical values in the absence of clinical signs of im- 
provement. For patients these discrepant practitioner 
assessments may present significant problems that 
cause them to leave treatment or fail to comply, but 
many seem to accept these views as part of the medi- 
cal mystique, the medical expert’s special understand- 
ing of the problem and its treatment. 

On the other hand, for the shaman, symptom relief 
in the absence of complete ritual treatment to expel 
an evil spirit, or for the Chinese doctor, symptom 
relief in the absence of a return to harmonious 
balance of yin/yang, hot/cold, or the five body spheres 
(wu-tsang), is not a cure, no matter what the patient 
says. But these niceties may be explained only to the 
researcher, because for most indigenous practitioners 
resolution of the chief psychosocial issues which com- 
prise the illness experience is more important than 
these theoretical fine points. 

Treatment, for most practitioners, seems to be di- 
rected at two aspects of a given health problem: the 
disease and the illness. This distinction is as appro- 
priate to make in the case of the shaman who treats 
both the invading ghost (disease) and the symptoms 
and psychosocial problems (illness) produced by the 
disease, as it is in the case of the Western doctor 
who treats both the biochemical derangement in dia- 
betes (disease) and the symptoms and psychosocial 
problems which comprise the clinical picture of dia- 
betes as an illness. Seen from this perspective either 
or both may be successfully treated. Problems in clini- 
cal care seem to arise when the practitioner is con- 
cerned only with curing the disease, and the patient 
is searching for treatment of his illness. Indigenous 
folk practitioners in Taiwan seem to be generally 
more than Western-style doctors about 
treating illness, especially the personal and social 
problems it gives rise to. From the perspective of the 
modern medical profession in Taiwan, indigenous 
healers are viewed as dangerous because they cannot 
define the disease in scientific terms and fail to treat 
it, which could have potentially disasterous results for 


sensitive 


patients. 

From the patient perspective, however, disease and 
illness are usually not distinguished. Most of the time 
patients are concerned principally with symptom 
relief and treatment of psychosocial problems pro- 
duced by the stress of illness. But for many patients 
that is not enough; they require explanations of their 
health problems which are personally and socially 
meaningful, and that usually requires the practitioner 
to explain about the disease as well as the illness. 
Indigenous practitioners (especially sacred folk practi- 
tioners) in Taiwan seem to be remarkably skilled at 
judging when to talk about the disease and emphasize 
its treatment, and when to talk in terms of, and direct 


treatment principally at, the illness. Western-style 
doctors both in Taiwan and Boston seem to have 
considerable difficulty in doing this. Part of the prob- 
lem may be that indigenous practitioners seem to be 
better at eliciting patient views, the nub of which 
often concern this very issue, whereas Western-style 
doctors perform this clinical task quite poorly, when 
they do it at all. Furthermore, the indigenous practi- 
tioner’s view of the disease is usually more in line 
with patient beliefs than is the Western medical con- 
cept of disease. 

For the researcher this is a special problem. Which 
definition does he use for disease (indigenous or bio- 
medical), which for illness, and when he evaluates 
cure is it cure of the disease (and which view of the 
disease) or the illness, or both. Most anthropological 
writing is unclear on this point: so is most of the 
medical and psychiatric literature. 

As I have noted elsewhere [26], most traditional 
forms of healing include two closely interrelated func- 


tions: providing effective control of the disease and/or 


illness manifestations, and personal and social mean- 
ing for the experience of being ill in a particular cul- 
tural setting. Evaluations of healing (by either patient 
or practitioner) may involve both or only one of these 
functions. For patients both are usually essential. For 
traditional practitioners the available evidence sug- 
gests that both are also usually taken into account. 
More and more, however, modern medical care seems 
to view only the former as the proper task of clinical 
care and disregards the latter. This certainly seems 
true of Taiwan, and also reflects research and clinical 
experiences in Boston. As Horton [27] shows, scien- 
tific medicine is structured to provide technical infor- 
mation, but not personally and socially meaningful 
explanations. Modern clinical practice, however, 
which Horton does not consider separately from 
medicine as a science, involves translations between 
scientific and popular common sense rationalities. 
There is much to suggest that the professional clini- 
cian still can provide (though he usually fails to do 
so) explanations which are meaningful to patients and 
their families [28]. Or put differently, clinical rationa- 
lity like popular rationality deals in personal and 
social meaning as well as technical information. What 
is at issue perhaps is clarifying the role of personally 
and socially meaningful explanations in treatment, so 
that modern health professionals recognize it as an 
important index patients and their families use to 
evaluate therapeutic efficacy. The alternative, of 
course, is to remove this from the clinical tasks per- 
formed by the doctor, and make it a special task for 
another type of health worker or assistant (nurse, sec- 
retary, health auxiliary, etc.). In my view, while this 
may be an experiment worth trying, it would radically 
alter the doctor’s image, turning the healer into an 
engineer or technician in his own eyes and those of 
his patients, and consequently produce a situation 
even worse than the one it seeks to remedy. It would 
exonerate a clinician from treating the psychosocial 
aspects of disease: causal and symptomatic. One of 
the chief contributions of behavioral and social 
science to clinical care should be to better conceptua- 
lize this explanatory function of clinical practice so 
that it may be taught and practiced. Comparative 
cross-cultural studies provide an exceptionally good 
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view of this question, and we anticipate that this is 
one area in which they will continue to make relevant 
contributions to primary care in our own society. 

The complex issues which beset efforts by those 
trained in Western medical thought to determine effi- 
cacy of non-Western traditional clinical practice il- 
luminate the difficulties which inhere in an evaluation 
of the success of Mr. Chen’s treatment. 

From a psychiatric perspective, Mr. Chen’s dis- 
order—his anxiety neurosis—is chronic, with recur- 
rent acute episodes. Therefore, there are times when 
it is quiescent and times when it is fulminant. At the 
time of our first formal evaluation, five days after the 
initial treatment in the shrine and three days after 
the apparently definitive treatment (as Mr. Chen de- 
scribed it), and while he is still receiving therapy, both 
Mr. Chen’s subjective evaluation and our objective 
one point to a significant therapeutic response. Were 
this our only follow-up, we no doubt would be 
tempted to evaluate Mr. Chen’s therapy as entirely 
effective: Mr. Chen seems to be cured of his somatic 
and psychological symptoms. But three weeks later, 
his status is much as it was at the time of our initial 
evaluation. Was this due to incomplete therapeutic 
effect; the natural course of a chronic sickness with 
periodic remissions and exacerbations; or an acute 
decompensation owing to specific psychosocial stress, 
in which the chronic illness played a minor role and 
still might be regarded as improved since he had 
psychological symptoms without somatization? This 
is a problem for clinical judgement. But the evidence 
strongly suggests that, whereas the shaman’s treat- 
ment may well have played a significant role in Mr. 
Chen’s rapid recovery from his acute anxiety reaction 
(though this also may have been part of the waxing 
and waning course of his illness), the return of acute 
anxiety three weeks later is most likely an acute recur- 
rence of his disease. That is, seen from the vantage 
of three weeks of therapy, the chronic course of Mr. 
Chen’s disease seems unaffected by treatment, though 
once again we have some evidence to support the 
claim that it has at least partially ameliorated another 
acute episode (by affecting somatization). Our evalu- 
ations at three-month, five-month and seven-month 
intervals are consistent with therapeutic 
because Mr. Chen is asymptomatic and without sig- 
nificant signs of anxiety. But can we make such an 
assessment and be sure that what we are seeing is 
not simply the course of his disease, which merely 
has not yet produced an acute recurrence? This is 
a difficult question that should be answered by sub- 
sequent follow-ups, although some patients with this 
disorder can go years between acute episodes, but 
even those usually demonstrate significant levels of 
anxiety in the interictal period. Thus, the tdng-ki 
seems to have had a therapeutic effect on Mr. Chen, 
but we can’t be entirely sure [29]. 

From Mr. Chen’s perspective, and that of his wife, 
older children, and friends, there was absolute cer- 
tainty that he had been cured by the time of our 
last three follow-up visits. Mr Chen was convinced 
that he was cured at the time of our first follow-up 
visit. In fact, even when his symptoms recurred and 
his treatment became more active, he felt that he was 
essentially cured but that (as the tang-ki suggested) 
the god was testing him as part of a final trial before 


Success, 


his illness would disappear entirely. Mr Chen’s wife’s 
concern on one occasion that he continue taking his 
medicine and the approach of the tang-ki’s chief male 
assistant (who knew Mr. Chen much better than’ the 
tang-ki did) who gave him a type-of supportive 
psychotherapy, focused on reducing his anxiety, both 
Suggest a realization that Mr. Chen was suffering 
from a chronic illness or constitutional tendency 
which had to be kept in check by continued treat- 
ment. The tang-ki’s advice that he must return to the 
shrine regularly is a sign of his recognition of the 
need for chronic care. Mr. Chen himself seems to 
adopt this view at the time of our second follow-up 
visit, when he explains to us how evening visits to 
the shrine are able to relieve anxiety building up over 
the course of the day. 

But a major discrepancy remains. Mr. Chen and 
the tang-ki are convinced his disorder has been cured. 
I am not convinced, and suspect that treatment may 
not have altered the chronic course of his sickness, 
as it is defined by my psychiatric explanatory model. 
Is Mr. Chen cured? The tang-ki and Mr. Chen say 
yes. I am tempted to say no. The question again turns 
on what is meant by cure. Mr. Chen’s symptoms have 
gone away, his chronic anxiety seems to be controlled, 
and he has received and incorporated a personally 
and socially meaningful explanation of his illness. By 
the definition of healing I gave above, he is cured. 
In this sense, it does not matter if cure has been 
brought about by the shrine, or a non-specific placebo 
effect, or the natural course of the illness. Put differ- 
ently, Mr. Chen’s illness seems to have been success- 
fully treated, but not his disease. My prediction is 
that his symptoms will recur. But I also would predict 
that they will go away again, as in the past, but per- 
haps more rapidly than in the past while he is treated 
at the tang-ki’s shrine. The acute illness will continue 
to recur (and remit) as long as the underlying disease 
exists. But to demand evidence in support of the suc- 
cessful treatment of the disease may be quite unfair, 
because even with appropriate professional psychia- 
tric care (tranquilizers and psychotherapy) it is un- 
likely the disease would entirely disappear either. 

This viewpoint leads me into treacherous ground. 
Anxiety neurosis is not an entity but an explanatory 
model. Within the explanatory model I 
employ, it makes sense to talk of it in terms of disease, 
illness, and healing. These terms also seem appro- 
priate because they are used by Mr. Chen, his family 
and friends, the shaman, and the other indigenous 
and Western practitioners Mr. Chen consulted. That 
is, they make cultural sense 

As with disease and illness, so with healing. It only 
makes sense to talk of healing from the perspective 
of certain explanatory models. From the theory of 
the health care system which I have advanced, healing 
is not so much a result of the healer’s efforts as a 
condition of experiencing illness and care within the 
cultural context of the health care system. The health 
care system provides psychosocial and cultural treat- 
ment for the illness by naming and ordering the ex- 
perience of illness, providing meaning for that experi- 
ence, and treating the personal, family, and social 
problems which comprise the illness. Thus, it heals, 
even #f it is unable to effectively treat the disease. 
In Mr. Chen’s case, we see this very thing happening. 


medical 
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Let us offer a provisional and seemingly paradoxical 
conclusion: Mr. Chen’s disease is not cured; Mr. 
Chen’s illness is cured; and Mr. Chen’s health care 
system, not the shaman and not his shrine, is respon- 
sible for that cure, ic. Mr. Chen’s illness is healed 
by the cultural construction of clinical reality. In that 
sense, the shaman and his shrine cannot do anything 
but heal Mr. Chen’s illness and the illnesses of others 
like him, who are willing to participate in the cultural 
reality of the shrine and accept its explanatory 
models, and whose personal and social problems are 
effectively dealt with there. The same holds for 
patients who actively and fully participate in the cul- 
tural reality of any form of clinical practice (indi- 
genous or modern) in which their illness is treated 
by: (1) the provision of personal and social meaning 
for the illness experience; and (2) the clinical resolu- 
tion of personal and social problems constituting ill- 
ness as a human experience. It is striking to realize, 
however, that this kind of cultural healing is /east 
likely to occur in the health care institutions of profes- 
sional medicine, whose clinical reality is so con- 
structed as to discourage this most traditional type 
of healing of illness from happening, at the same time 
as it strives to maximize the effective treatment of 


disease. 


CONCLUSION: WHY INDIGENOUS 
PRACTITIONERS SUCCESSFULLY HEAL 


Based upon the material we have presented, we 
draw the perhaps startling conclusion that in most 
cases indigenous practitioners must heal. Why? As we 
have seen, indigenous practitioners primarily treat 
three types of disorders: (1) acute, self-limited (natur- 
ally remitting) diseases; (2) non-life threatening, 
chronic diseases in which management of the illness 
is a larger component of clinical management than 
biomedical treatment of the disease; and (3) second- 
ary somatic manifestation (somatization) of minor 
psychological disorders and interpersonal problems. 
The treatment of disease plays a small role in the 
care of these disorders. The indigenous practitioner 
usually (but not always) is exceptionally well poised 
to maximize psychosocial and cultural treatment of 
the illness. Contrariwise, he may not be competent 
to effectively control severe, acute diseases. In the 
sample of twelve cases, only the two cases of severe, 
acute somatic and psychological diseases led to nega- 
tive evaluations of treatment by patients and families. 
From our standpoint, the case of the patient with 
progressively worsening congestive heart failure is 
another example of ineffective indigenous treatment, 
despite the patient’s positive evaluation of the treat- 
ment. The cases of infants with infectious diseases 
being treated by both indigenous and modern profes- 
sional practitioners suggest that families in Taiwan 
are quite sensitive to this issue. They go to Western- 
style doctors for the control of potentially life-threa- 
tening diseases, diseases which Western medicine is 
particularly effective in treating; and to tdng-kis for 
personally and culturally meaningful treatment of ill- 
nesses. They do not go to Western-style doctors for 
the treatment of “fright”, which is a cultural illness, 
but to practitioners poised to apply the culturally 
sanctioned treatment for this illness. 


What we have said is not meant to imply that indi- 
genous therapy is entirely ineffective against all 
severe, acute, and life-threatening, chronic diseases. In 
fact, it may exert placebo effect or directly effect such 

diseases. For example, in the case of Mr. Chen, the 
therapeutic milieu of the tang-ki’s shrine may have 
provided him with effective psychotherapy not only 
for the treatment of his illness, but perhaps also for 
his underlying disease. We now know that all forms 
of psychotherapy seem to work for a wide range of 
mental disorders [30]. The universal therapeutic com- 
ponents of psychotherapy [31] seem to be present in 
both modern and traditional forms [32]. Thus, there 
is much in favor of the argument that indigenous 
forms of psythotherapy may effectively treat certain 
psychological (and perhaps also psychophysiological) 
diseases. Moreover, recent research on the physiologi- 
cal effects of meditation, behavior therapies, biofeed- 
back, and placebos suggests a number of different 
ways by which indigenous therapies may effect biolo- 
gically-based diseases. In that the epidemiological 
web causing and sustaining physiological diseases not 
infrequently includes major psychosocial factors, indi- 
genous healing may at times work to effect such dis- 
eases by altering those factors. Thus, to the extent 
indigenous practitioners provide culturally legiti- 
mated treatment of illness, they must heal. 

The equally startling corollary of this argument is 
that in most cases modern professional clinical care 
must fail to heal. Why? Because most of primary gen- 
eral medical practice is made up of the same types 
of disorders found in indigenous practice [33]. Thus, 
the majority of cases require successful treatment of 
illness for there to be therapeutic efficacy. But the 
physician is trained to systematically ignore illness. 
This represents a profound distortion of clinical work 
which is built into the training of physicians. It pays 
off on the application of biomedical technology to 
the control of disease, a less common but crucial clini- 
cal function, while it founders on the psychosocial 
and cultural treatment of illness, which is a much 
more common clinical function. Failure to heal illness 
is not articulated in the health professional’s system 
of evaluating the efficacy of healing, but it is articu- 
lated in patient non-compliance and dissatisfaction, 
use of alternative health care facilities, poor and in- 
adequate care, and medical-legal suits. 

That many primary care physicians do, in fact, heal 
most of the time is a function of their clinical skills 
in treating illness as well as disease, by which they 
overcome the profound limitations and distortions of 
modern health care. What is needed in modern health 
care systems, in both developing and developed socie- 
ties, is systematic recognition and treatment of psy- 
chosocial and cultural features of illness. That calls 
for a fundamental reconceptualization of clinical care 
and the restructuring of clinical practice. For, if ap- 
propriately trained, the modern health professional 
(not necessarily a physician) can effectively and syste- 
matically treat both disease and illness. Whereas, in 
many instances, indigenous healers can neither syste- 
matically nor effectively diagnose and treat disease 
(biomedically-defined). For reasons I do not have the 
space to elaborate on here, this research suggests that 
most indigenous practitioners (especially sacred prac- 
titioners) cannot be trained to systematically recog- 
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nize, refer, or treat disease. They cannot be incorpor- 
ated into modern health care organizations. (In the 
PRC, tang-kis have not been made into barefoot doc- 
tors, but have been discouraged or prevented from 
practicing.) However, certain kinds of indigenous 
practitioners, such as Chinese-style doctors in Taiwan 
(and the PRC), and chiropractors and lay psychother- 
apists in the U.S., may be suited for integration into 
modern health care. 

This leads me to argue for the creation of a clinical 
social science which would be involved in research, 
teaching, and the actual practice of clinical care. 
Clinical social scientists (anthropologists or sociolo- 
gists) or social science-trained clinicians (psychiatrists 
or physicians) would translate and apply relevant be- 
havioral and social science concepts through practical 
clinical strategies to real patient care problems and 
the training of clinicians. (They would, for example, 
translate and negotiate between discrepancies in pro- 
fessional and popular evaluations of clinical care.) In 
that way, medical education and modern health care 
would reintroduce the treatment of illness as a central 
clinical task, but one which is based upon a social 
scientific foundation for clinical science just as the 
treatment of disease requires a biomedical foundation 
for clinical science. 
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THE ROLE OF TRADITIONAL HEALERS IN MENTAL 
HEALTH CARE IN RURAL INDIA 


R. L. KAPUR 


Abstract 


Surveys indicate that between thirty and forty million Indians suffer psychiatric problems 


serious enough to require urgent attention. However, there are only 500 psychiatrists, 400 clinical 


psychologists, and 100 psychiatric social workers to provide them cosmopolitan health care 


Most 


of the mentally ill are cared for by indigenous healers 

A one-year study of the concepts and practices of indigenous healers was carried out in a town 
of western India. With a population of 10,000, the town boasts 26 healers of which 3 are MDs, 
2 Vaids, 3 Mantarwadis, 4 Patris, and 14 of mixed tradition called Patrimantrik. 

Results show that healers and patients are in agreement with psychiatrists in the diagnosis and 
identification of “serious” symptoms of mental illness. With the exception of one condition, “possession”, 


the MDs were the healers initially preferred by patients 


in spite of the former’s poor psychiatric 
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training. However, the majority of the patients had consulted more than one kind of healer for their 
problem. There was no association between a patient’s choice of healer and his age, wealth, or formal 


level of education 


Research carried out in different parts of the world 
Suggests that at any given time at least 1% of the 
population are affected by severe mental illness and 
that at least another 4-5% suffer from psychopatho- 
logy which though less dramatic, is equally distressing 
and incapacitating. Studies conducted in India [1] 
show that the prevalence of mental disorder is no 
less in this country than elsewhere. On a conservative 
estimate therefore, there are between 30 and 40 mil- 
lion Indians who require urgent psychiatric attention 

In contrast, there are only about 1000 professionals 
trained in modern methods of mental health care (ap- 
proximately 500 psychiatrists, 400 clinical psycholo- 
gists and 100 psychiatric social workers). Nearly all 
these professionals live in the cities, and the vast rural 
areas of India where more than 80%, of the population 
resides, remain untouched by the benefits of modern 
psychiatry. 

To say that there are no psychiatrists in rural India 
does not mean that the mentally ill in the villages 
are completely unattended. There are a variety of 
traditional healers in the countryside who have been 
practicing their respective arts for centuries and their 
practice invariably includes the healing of those with 
psychological distress. There is a section amongst the 
health planners who, frustrated by the unlikelihood 
‘of any appreciable inflow of modern psychiatrists into 
the villages for decades to come, recommend cooper- 
ation with these healers and the utilisation of this 
vast manpower already existing in the rural areas. 
There are others, however, who would claim these 
healers to be charlatans, more capable of doing harm 
than good. Unfortunately the knowledge which 
excites such polemics is purely anecdotal and very 
little research has actually been conducted into the 
practices of traditional healers and their role in the 
treatment of the mentally ill. 

Research is urgently required to answer the follow- 
ing questions: 

(1) What agencies are available in Indian villages 
for helping the mentally ill? What are the conceptual 


frameworks within which these agencies operate? 
How important are these conceptual frameworks to 
the potential clients ? 

(2) Do the villagers consult at all when in psychia- 
What factors promote or hinder such 
a consultation? 

(3) Whom do the people prefer to consult when 
traditional healers 


What factors 


tric distress ? 


they have psychiatric symptoms 


modern medicine? 


f 


or practitioners Ol 
dictate the preference? 

(4) How effective are the methods employed by the 
various traditional healers as compared to those used 
by the practitioners of modern psychiatry ? Are there 
any special categories of psychiatric illness for which 
these methods of the traditional healers are more suit- 
able? 

(5) Are there some techniques employed by the tra- 
ditional healers which might in fact be definitely 
harmful ? 

(6) Is there a possibility of incorporating some 
aspects of traditional medicine into modern psy- 
chiatry to the best advantage of psychiatric patients 
belonging to the Indian rural culture? 

An attempt was made to tackle some of these ques- 
tions in a study of mental disorder carried out in 
a village with a population of approximately 10,000, 
situated on the west coast of India about midway 
between Bombay and Cape Comorin. The main in- 
quiry, which is being reported in detail elsewhere [2] 
was primarily concerned with comparing the preva- 
lence of mental disorder in three of that village’s eth- 
nic groups each showing some striking differences in 
their way of life. The prevalence was measured 
through a population survey, using a standardized 
structure interview schedule, speciall developed for 
the Indian context [3]. However, prior to the survey, 
a number of preliminary studies were carried out to 
understand several related aspects. One of these 
studies aimed at examining the practices, conceptual 
framework, and clientele of the local healers (tradi- 
tional and modern). Another, inquired about attitudes 
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towards consultation for selected psychiatric symp- 
toms. Finally, during the population survey, an in- 
quiry was made about the actual consultation pat- 
terns among persons with psychiatric symptoms. No 
attempt was made in this study to make an objective 
inquiry into the efficacy of the methods used by the 
traditional healers. Such an inquiry faces a number 
of methodological obstacles which are discussed later 
in this paper. 


THE HEALERS AND THEIR 
CONCEPTUAL FRAMEWORKS 


A year-long participants—observer study was car- 
ried out to examine the conceptual framework and 
the practices of the traditional healers. This included 
repeated interviews with the healers, attendance at 
their healing sessions, and a study of the old texts 
whenever available. 

There were four kinds of professional healers in 
the village: Vaids, Mantarwadis, Patris and practi- 
tioners of western medicine. 

The Vaids are the practitioners of Ayurveda, an in- 
digenous system of medicine with a well developed 
theoretical basis, in tune with the social, cultural and 
philosophical traditions of the time when it appears 
to have been developed more than 3000 years ago. 
According to Ayurveda a healthy person possesses 
a balance of three body humours, Vata, Pitta and 
Kapha: a proper functioning of all the body elements 
and a pleasant disposition of the mind, soul and sense 
organs [4]. Disease, according to Ayurveda, is due 
imbalance amongst the three humours or 
amongst the three psychic factors, Satwa (light), Rajas 
(activity), and Tamasa (darkness). 

Mental illness or Unmada may be caused by the 
exaggerated activity of any of the three humours and 
three varieties of madness, Vatounmada, Pittounmada 
and Kaphounmada have been described. It may also 
be caused by unwholesome food or sexual overindul- 
gence. There are foods which cause excessive “heat” 
which might then lead to excitement. There are foods 
which are “cold” and might lead to depression. It 
seems the centre for heat in men is in the head and 
he may lose heat through an excessive seminal dis- 
charge (semen is supposed to be derived from brain 
heat). The centre for heat in women is in the vagina 
and a woman may lose heat due to repeated child- 
birth 

There is also a place in Ayurveda for Pischachis, 
or evil spirits, which may cause mental illness or fits 
by possessing an individual. 

The treatment in Ayurveda is effected through a 
variety of herbs, oils, decoctions, food restrictions, 
and sometimes through forced continence. Yoga is 
also advised but more as spurt to further mental 
growth of a healthy individual rather than as a treat- 
ment for the mentally ill. In fact, mentally disturbed 
are actually prohibited from practicing Yoga. 

The brief account given above is mainly derived 
from the Ayurvedic texts as the two Vaids in the vil- 
lage had a very sketchy knowledge of their subject. 
Mental illness, they almost wholly attributed to here- 
dity, meat eating (which causes excessive heat), and 
sexual overindulgence. Although they were convinced 
that there were many medicines in the Ayurvedic 
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pharmacopoeia for treating mental illness, they them- 
selves were unaware of any, except Rawolfia serpen- 
tina which incidentally was used extensively even in 
Western psychiatry before the advent of modern tran- 
quilizers. 

The term healer does not sufficiently describe the 
role of the Mantarwadis and Patris who besides treat- 
ing the sick also help in improving business prospects, 
finding lost cattle, propitiating the rain Gods at the 
time of drought or flood, increasing the yield of the 
cow, or pacifying a child who cries too much. Both 
of them work on the principle that illness is due to 
past misdeeds committed either by the suffering indi- 
vidual or by his kin, either in the present life or in 
a previous incarnation. This misdeed is punished by 
Shiva, the God of Destruction, who acts either 
through his army of spirits and demons or by bring- 
ing about a malign conjunction of stars. The actual 
nature of the suffering depends on the particular con- 
junction of stars or on the personality of the particu- 
lar Bhuta or spirit. Some Bhutas are just playful and 
are content with bringing down the houseroof: others 
are more malign and revel in inflicting disease and 
death. Occasionally the Bhuta takes residence in the 
body of its victim, who, as a result, becomes possessed 
and behaves in a manner characteristic of the invad- 
ing demon. The spirit may take permanent residence 
and cause madness or it may go in and out of the 
body causing “fits” at each entry and departure. 

It might be worthwile reporting the proceedings of 
one of the sessions the author attended with one of 
the more popular of the Mantarwadis. On this par- 
ticular morning there were 32 clients and their com- 
plaints were as in Table 1. 

The Mantarwadi who divined the causation with 
the help of a zodiacal chart gave the following factors 
as aetiological in the case of the 32 clients (Table 2). 

As a treatment some sort of penance was prescribed 
for, six people, a visit to a well known Bhuta shrine 
for four people and some sort of thread, ash or talis- 
man was given to all. The fees ranged from 29 paise 
to Rs. 10/-, all displayed openly. Except for one case 
no one was asked to come again. Some of the obser- 
vations which appeared particularly striking are given 
below: 

(1) The personality of the Mantarwadi: a high- 
browed, tall, muscular man with a glowing skin, shiny 
eyes and clear loud voice; 

(2) Lack of privacy: everyone’s complaints and 
treatment were discussed openly, before the audience 
of waiting clients, and no-one made any attempt to 
conceal the actual amount of the fees paid; 


Table 1. The complaints of 32 consecutive clients 
Mantarwadi 


(1) Business losses 

(2) Fits 

(3) Sexual weakness 

(4) Physical weakness 

(5) Madness 

(6) Cough and fever 

(7) Persistently poor catch of fish 
(8) Skin disease 

(9) Constant strife in the family 
(10) Persistent failure in school 
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Table 2. “Aetiology” of illness in 32 consecutive clients 
of a Mantarwadi 


(1) Displeased ancestral spirits 
(2) “Jakani™ (spirit of a dead child) 
(3) Unfavourable stars 
(4) Bhutas (all named) 
(5) Physical illness 
Total 


(3) Respect for the healer: the healer was as often 
wrong as right in his announcement of the complaint 
but the clients did not seem to mind, and prompted 
him with their real complaints if he went wrong: 

(4) The effect of the explanation: the people seemed 
to be more interested in the cause of their trouble 
rather than its nature. As soon as the cause was 
explained to them they seemed as if vindicated. 

(5) The acceptance of the “medical” model: it was 
indeed interesting to note that both the healer as well 
as his clients accepted the possibility of a physical 
cause as casually as a “spiritual” cause, and that the 
healer seemed to accept the hospital as supplementary 
rather than competitive to his trade. 

A Patri does not claim any special knowledge or 
powers except his ability to act as a medium for a 
spirit or a demon who conducts the actual therapeutic 
session. To the beat of drums and amidst the fra- 
grance of incense and areca flowers the Patri goes 
into a trance and becomes possessed by his master 
demon. The master demon asks the client’s demon 
to manifest itself. The client goes into a trance, his 
demon comes into the open and there follows a direct 
dialogue between the two demons. If the client’s 
demon is “weaker” than the Patri’s demon he is 
ordered to leave the former: if he is “stronger” he 
is requested to declare his conditions (an animal sacri- 
fice, a ritual feast or a “house” for its use) for leaving 
After this, both the Patri and the client go into un- 
consciousness. Subsequently the client tries to fulfill 
the demon’s wishes 

The account given above is a very brief summary 
of interviews with several Mantarwadis, Patris and 
Vaids. They did not necessarily agree on details, and 
quite often, when shown logical faults in their argu- 
ments, they offered explanations which apparently 
were inspired on the spur of the moment. 

While the healers themselves were occasionally 
confused about their conceptual frameworks, the 
people at large were least concerned with the latter. 
It seemed that they went to a particular healer not 
because of the appeal of a particular theory or con- 
cept but because of an individual healer’s reputation 
as a man able to cure an illness better than the others. 


Table 3. 


Fits 
°., Female 
(215) 


°. Male 
(139) 


*%, Male 
(139) 


First source of 


help 


Doctor 

Vaid 
Mantarwadi 
Patri 

No help sought 


Excitement 


They also often followed the treatment of two differ- 
ent kinds of healers simultaneously and the contradic- 
tory nature of the latter’s concepts did not dissuade 
them from this practice. 

The conceptual framework of the practitioners of 
western medicine need not be outlined. It may be 
pointed out, however, that they have a very poor 
training in psychiatry. This does not prevent them 
from giving minor and major tranquilizers quite in- 
discriminately, their teachers in this knowledge being 
the representatives of drug firms. 

There were 26 healers in the whole village, three 
doctors (practitioners of western medicine), two 
Vaids, thre Mantarwadis, four Patris and 14 who 
claimed to be both Mantarwadis and Patris and 
called themselves “Patrimantrik”. Out of these one 
doctor, one Vaid, and two Mantarwadis had a flour- 
ishing practice: others were less popular 


EXPRESSED PREFERENCE FOR 


DIFFERENT HEALFRS 


An attitude study was carried out with 120 ran- 
domly adult members (15 years or 
of each of the three groups. We were chiefly interested 


in attitudes towards consultation for four striking un- 


selected above) 


ambiguous psychiatric symptoms. There were: (a) fits 
with convulsions: (b) delusions of possession: (c) ex- 
citement; and (d) social withdrawal. The respondents 
were asked whom, if would consult first 
from a given list of they 


t all 
at ail, 


healers if 


they 
themselves or a 
member of their family suffered from one of these 
four symptoms 
Three hundred and fifty-four 
sample responded to the inquiry 
in Table 3. It can be seen that 
(1) Except for possession, 
was preferred to other healers 
mean and women 
drawal” a higher 
prefer going to a doctor while relatively more men 


preferred not to seek help at all 


otner cases a doctor 


This is true for both 


In cases of “excitement” or “with- 


proportion of women seemed to 


(2) A majority of respondents do not wish for help 
for “possession” but among those who do, a Mantar- 
wadi is the healer of choice. Further analysis was car- 
ried out to see if age, education, and income were 
in any way related to the choice of type of healer 
We were expecting that the younger, the more edu- 
cated, and the richer perhaps favour the 
modern medicine practitioners more, but no 
relationship was observed 


would 


such 


Preference for different healers as the first source of help for four psychiatric symptoms 


Withdrawal 


Possession 
Male Female 
>} 


(139) (215) 


Female , Male Female 


(215 (139) 15) 
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Table 4. Symptoms hierarchy, consultation and inability to cope 


Epilepsy Psychosis 
(7) _ (13) 


Depression 
+ anxiety 


Somatic 
symptoms 
(123) 


Other 
neurosis 
(51) (231) 


Possession 
(30) 


Percentage of 
consulters 100 


42 51 26 


Table 5. Type of consultation 


Females 
(188) 
79 (42%) 
90 (48°,) 
19 (10%) 


Males 
Type of consultation (80) 


24 (30°,) 
38 (48°) 
18 (23%) 


Doctor only 
Doctor and indigenous healer 
Indigenous healer only 


CONSULTATION FOR PSYCHIATRIC SYMPTOMS 


During the population survey every person with 
one or more symptoms was asked if he or she had 
consulted one or more of the healers for relief of 
symptoms. It was found that 59°, of the respondents 
had consulted someone since the onset of illness and 
24°, had consulted someone during the month prior 
to the survey 

Table 4 shows the percentage of consultation in 
each diagnostic group. 

As can be seen, all the epileptics and the psychotics 
had consulted someone. Nearly half of the neurotics 
and two-thirds of those with somatic symptoms* had 
consulted, but less than one-third of the possessed 
had consulted anyone. 

Table 5 shows the type of consultation. 

It can be seen that the majority here consulted both 
modern and traditional healers and the proportion 
of those consulting “a doctor only” is higher than 
that of those consulting a “traditional healer only”. 
It can also be seen that women consult a modern 
doctor more often than men. 

Further analysis was carried out to examine the 
type of consultation amongst people in different 
symptom categories. Those who had not consulted 
anyone were excluded from this analysis. Table 6 
shows the results. 

It can be seen that the epileptics consulted both 


modern and traditional healers, while a majority of 


the psychotics consulted “a traditional healer only”. 
For all other symptoms categories a higher propor- 
tion consulted a modern doctor. 

Age, income and education were found to have no 
influence on the type of consultation. 


DISCUSSION 


There was an abundance of healers in the village 
we studied (26 for a population of 10,000) and if this 
is anywhere near the average for the whole country 
we have an excellent front line of practitioners, them- 
selves the products of the local culture, who can be 
enrolled into a national mental health programme 


* Of psychological origin 


after an appropriate short course in some of the 
modern methods of basic mental health care. 

It is often claimed that the traditional healers 
would not be ready to learn modern psychiatric prin- 
ciples because these might conflict with their respect- 
ive conceptual framework. The results of the study 
show that the healers in this village were hardly fana- 
tic about their conceptual frameworks; in fact many 
of them did not quite know what it was. Not only 
were contradictory views expressed by the healers of 
the same speciality but also they would not hesitate 
in contradicting their own assertions if they were told 
that another (more popular) healer held a different 
view. 

If the healers were doubtful about their concepts, 
the villagers seemed little concerned with the theoreti- 
cal disposition of the healer they visited. They con- 
sulted traditional healers and the western doctor 
simultaneously and this did not seem to raise any 
anxiety either in the client or in the therapist. We 
saw cases where in fact a modern doctor and a Man- 
tarwadi carried out their rituals together near a dying 
patient’s bedside. 

It is also claimed that with the increasing literacy 
and modernisation of values, the villagers would 
themselves give up the use of traditional healers. This 
is not borne out by our study. Though the western 
doctors were on the whole more popular, the literate, 
the young, and the rich chose traditional healers as 


.often as the illiterate, the old, and the poor. The 


popularity of the modern medicine appears to be 
determined by the excellence of one of the doctors, 
for in a neighbouring village with a similar socio-cul- 
tural pattern, the Mantarwadis were reputed to be 
going strong while the physicians languished in rela- 
tive poverty. 

Warnings are often given that even if the western 
doctors tried to cooperate with the traditional healers, 
the latter, out of fear of losing their practices, would 
not respond. This appears to be illogical as the tradi- 
tional healers would (like the modern doctors) be 
happy to pass on to others such cases whom they 
know they cannot treat.-If such patients stay on with 
the healers they would only mar the excellence of 
the latter’s cure-rate statistics! All that is necessary 
is to teach the healers to distinguish such cases who 
would respond to their treatment from those who 
would not. The author during the course of this study 
had developed a very satisfactory working relation- 
ship with one of the Mantarwadis after having taught 
the latter how to distinguish between epilepsy and 
hysteria. After a serious examination of the zodiacal 
charts he would declare to the epileptic that while 
his illness was due to a malign conjunction of stars, 
the stars also pointed out that if the client went to 
a particular doctor (the author) and was to take that 
doctor’s advice, his sins would be washed off! 
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Table 6. Symptom category and type of consultation 


Epilepsy Psychosis 


Agency consulted (7) 


Other 
neurotic 
symptoms 
(118) 


Somatic 
symptoms 
(83) 


Depression 
Possession + anxiety 
(8) (21) 


Western doctor (°,) 
Doctor and 
traditional 
healer (°,) 
Traditional 
healer only (°,) 


60 


What is necessary therefore is to conduct research 
into the effectiveness of the methods employed by the 
traditional healers so that a training could be given 
to them to distinguish cases in which their techniques 
are useless or even harmful. Such research is not easy. 
It would involve setting up of criteria of effectiveness 
on which even the modern psychiatrists are not 
agreed, some accepting the removal of symptoms as 
a laudable goal in itself while others agreeing to 
nothing less than a complete change in personality. 
It would be necessary to control the circumstances 
of therapy so that a person taking treatment from 
a traditional healer does not simultaneously go to 
a modern doctor. This raises ethical problems. It 
would also be necessary to ensure a sufficient period 
of follow up during which extraneous factors do not 
vitiate the healing process. 

In spite of these problems, we at the National Insti- 
tute of Mental Health and Neuro Sciences, India, 
have planned to embark on some comparative studies 
of this kind. We are fortunate in having an Ayurvedic 
research unit in our Institute where patients are 
admitted voluntarily. 

A very interesting result of the study is the dis- 
covery of the extent to which those with psychiatric 
symptoms do actually consult a therapist. The popu- 
lar belief amongst the mental health specialists that 
the villagers are not sophisticated enough to consult 
for mental disorder does not seem to be supported 
in this inquiry. More than half of those with psychia- 
tric symptoms did actually consult a therapist. It is 
also interesting to note that the consultation in the 


considered “serious” by 
and psychoses) was 


case of illnesses normally 
trained psychiatrists (epilepsy 
100°. 

There is much about educating the villagers to seek 
help for psychiatric disorder. The results of this study 
show that such propaganda may not be necessary. 
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THE DILEMMA OF TRADITIONAL HEALING 
WITH SPECIAL REFERENCE TO NIGERIA 


TOLANI ASUNI 


Neuro-Psychiatric Hospital, Aro, Abeokuta, Nigeria 


Abstract—The healing process represents an interaction between patient, therapist, and the socio—cul- 
tural environment. This interaction characterizes both traditional and cosmopolitan medicine 

The shortage of professional health care staff in rural areas recommends to some that these parallel 
medical systems be integrated. However, those who most strongly advocate such integration are for- 
eigners, not familiar enough with the problems such policy would generate. In Nigeria, and elsewhere, 


it is difficult to plan such an integrated system before knowing how many indigenous curers 
in practice, what kinds of medical problems they 


have most success. 


are 


address, and with which kinds of problems they 


Integration also poses some serious dilemmas. For instance, although in Nigeria 
dramatic success with some of their potent medicines, they lack an adequate knowledge of t 


these potions may have on the patient. Another dilemma is raised by the necessity to 


h 


records of patients, their complaints, and the effects of treatment; but illiterate healers will 
to maintain such files. These and other administrative dilemmas must be foreseen 
Finally, the success of traditional healers in treating mentally ill patients rests on the 


their techniques are clearly related to the relevant cultural premises of the patient 
the course of incorporating them into the official health system it is considered 
educate them in concepts of germs and infection, it 
of etiology will prove alien and incompatible with 
training would fracture the shared cognitive bond between 


Most of the vocal and strong proponents of the idea 
of integrating traditional healing practice into the 
health care delivery are foreigners to the situation 
The knowledgeable and sincere indigenes of the devel- 
oping countries are usually cautious in advocating 
such integration. They are, on the other hand, accused 
by the foreigners of being blind to their tradition and 
potentials, and biased against traditional healers, 
partly to preserve their authority and domain. It is 
because of this lack of agreement that it is proposed 
in this paper to examine the issue more closely [1 ]. 

It has been strongly argued that because of the ser- 
ious and dire shortage of trained professional person- 
nel in the field of health, a situation which will take 
many years to improve appreciably, the existing tradi- 
tional health care delivery system should be utilized 
and incorporated into the official plan for health ser- 
vices. Another argument which is not as strong is 
that since the modern health personnel trained in a 
different setting in the industrially developed coun- 
tries, they are not in tune with their own people and 
tradition anymore and therefore cannot be of the 
maximum benefit professionally to their people [2]. 

The first argument is very persuasive because there 
are more traditional healers than medical practi- 
tioners in the population. They are available, they 
are accessible, and they are acceptable; thereby fulfil- 
ling the major criteria for an effective service. These 
criteria are true for most traditional healing systems 
in developing countries. The question is how long are 
they going to be so? Health care delivery systems 
are changing; it is to be expected that the traditional 
health care system will also change in keeping with 
the trend of change. Some aspects of this trend will 
be examined later. 

There is another argument which does not follow 


However, 
j 


necessal 


5 sat } > > r >} 
is probable that these new 


their traditional understanding 


healers and those \ 


this reasoning entirely; and this is based on the find- 
ings that some urbanised and educated people 

still consult tradi- 
have modern medical facili- 


that 


veloping countries, e.g. Ghana [3], 
tional healers when they 
if these modern 


ties available. This will su 


facilities are acceptable at all, they are not so to the 


some 


exclusion of the traditional system. There are 


areas of health problems in which roles of both tradi- 
tional and modern are regarded to be complementary, 
and there are other areas like mental illness in 
regarded to be 
until the contrary is proved, as is the case increasingly 
available 


of the con- 


the modern system is not 


where modern psychiatric facilities are 
This problem leads to the examination 
Where the 


based on magic, superstition, and religion exclusively, 


cepts of disease and healing concept is 
the traditional system based on this concept will be 
preferred. This preference has led to the extermination 
of large sections of rural populations by epidemics 
of smallpox and cholera, since the whole concept of 
infection and contagion does not enter into consider- 
ation. It has been suggested that the traditional healer 
can be educated to appeciate and take into account 
the concept of infection and contagion in his system, 
but the supporters of this suggestion have not dealt 
with its impact on the totality of the traditional sys- 
tem. The concept based on magic, superstition, and 
religion is cohesive and integrated into the religious 
and socio-cultural setting in which it is practised. To 
what extent will the introduction of the concept of 
infection and contagion disturb the cohesion and in- 
tegration of the social cultural setting? 

In some situations, some traditional healers have 
been using modern antibiotics, but in a rather surrep- 
titious manner, unknown or unstated to. their 
patients. It is conceivable that their image of power 
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based on traditional concepts may be undermined 
and belittled if it is known that they are using modern 
medicine. This creates a dilemma for the sincere tradi- 
tional healer: however, if he is sure of himself, he 
will have no problem in referring such cases to 
modern medical facilities. 

Some years ago a man came to the emergency 
room of a hospital in which I worked. He had great 
difficulty in breathing and it was obvious that he had 
an asthmatic attack. In my interrogation, it came to 
light that he was a traditional healer. He was given 
an injection of adrenaline which made his breathing 
easier in a few minutes. When he was better I asked 
him what he would do if he had a patient with a 
similar problem. His answer was “I will try my best”. 
He must have tried his best for himself. It was signifi- 
cant to me that he did uot say that he would send 
him to the hospital. Of course, it can be argued that 
this is more of the attribute of or failing of this man 
rather than that of the system he uses. 

Does the traditional system allow for failure with- 
out the risk of loss of face and prestige? Hardly. Their 
explanation for failure is one of “heads I win, tails 
you lose”. If the traditional healer fails in procuring 
a cure, then the patient or his relatives must have 
failed to observe all the numerous do’s and don'ts 
and prescribed rituals correctly. 

The therapeutic success of any physician derives 
partly from the expectation of the patients which 1s 
a factor of the image of the physician. This is particu- 
larly so of the traditional healer whose image of 
omnipotence is an essential ingredient of his thera- 
peutic success. If the suggestion were to be followed 
to give him official recognition and incorporate him 
into the official health delivery system, his profes- 
sional activities will need to be restricted to areas 
in which the authorities regard his expertise to be 
valuable and useful. He may have to be under some 
supervision and control to comply with some laid 
down regulations. This will immediately diminish his 
image of omnipotence, and consequently his thera- 
peutic efficacy. This is a theoretical formulation which 
needs to be verified in areas where traditional healers 
have been officially recognized and incorporated into 
the health care system. On the other hand, it can 
be made a subject of experimental study in other 
areas 

In doing this, it will be necessary to distinguish 
between what is primarily a social pathology on the 
one hand, and what is primarily a psychological and 
medical pathology on the other, despite the close 
interwoven relationship between the two. It is likely 
that the success of the traditional healing practice 
derives partly from this interwoven relationship, 
especially in psychiatric cases. Indeed the role of the 
physician—priest from which most traditional healers 
emanate is broader than that of a physician or psy- 
chiatrist. In addition to helping the individual, he is 
concerned also with the welfare of the community 
and the smooth running of the organization of the 
community. It is perhaps because of this that some 
people advocate the use of traditional healers, forget- 
ting that the healer—priest role is being broken down 
by increasing specialisation of roles. If the concept 
of illness includes social pathology then this advocacy 
is rational and logical. 


On the other hand, others argue that while social 
pathology should be the concern of the psychiatrists, 
inasmuch as his patients’ problems stem partly from 
this, and the patients have to return to the society, 
the psychiatrist should concentrate his attention on 
his patients, and should not centre his attention on 
social reform. This does not mean that he should be 
indifferent to social reform. On the other hand he 
should call attention to the social ills of the society 
which are known to be conducive to psychiatric ill- 
ness, and allow the social reformers to take over from 
that point. If the psychiatrist feels very strongly about 
social reform, he can do something about it, not pri- 
marily as a psychiatrist, but as a concerned citizen 
with psychiatric expertise. There are other disciplines 
like priesthood and social work which encounter in 
their day to day activities the social ills in society. 
It is therefore not the prerogative of psychiatry to 
take over social reform. This applies not only to in- 
dustrially developed countries, but also to developing 
countries. 

In talking about traditional healing, it has to be 
emphasised that it varies in kind and number in dif- 
ferent communities, and even within the same com- 
munity. Therefore. one has to be cautious about 
generalisation. In my particular geographical area 
Abeokuta in Nigeria—we know that the use of our 
modern psychiatric facilities by the people is inversely 
proportional to the distance which our patients travel. 
In other words, fewer patients from Abeokuta area 
use the facilities than patients from more distant 
areas. The reasons for this may include: (a) the stigma 
attached to psychiatric illness. There is more secrecy 
in going to traditional healers than in coming to the 
psychiatric hospital, and since they come from the 
area it will be more easily known than if they go 
to a traditional healer; (b) the traditional healers in 
Abeokuta area are famous for their expertise, so local 
people have them readily at hand to consult. Our 
impression is that it is the latter reason more than 
the former that makes people from distant places use 
the modern psychiatric facilities more frequently than 
the local people. 

Prince [4] in his study of traditional healers among 
the Yorubas distinguished between those of them who 
are essentially herbalists and those who are essentially 
oracle men; allowing for some overlap in their func- 
tions. He also identified rauwalfia as a major com- 
ponent in their pharmacopeia for psychotic illnesses 
This discovery confirms the suggestion that further 
studies of the herbs and roots used by traditional 
healers are strongly indicated. Some work is now 
being done in this area in West Africa. 

As it is known that some traditional healers have 
very potent and useful herbs, some people use this 
to support the plea for their official recognition. The 
problem with this issue is that they know less about 
the effect of the drugs they use than we know of 
modern psychotropic drugs. There was the case of 
a patient who had been receiving apparently potent 
psychotropic herbs from a traditional healer. He had 
a side effect of the drug which was involuntary pro- 
trusion of his tongue which he bit. The bite became 
septic and he could not consequently take anything 
by mouth. It was at this stage that he was brought 
to the psychiatric hospital where his sepsis was 
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treated with antibiotic injections. One wondered what 
could have happened to this man if he had not been 
taken to a hospital. The traditional healers do not 
have the means of giving their drugs by injection. 

Another example of this lack of necessary knowl- 
edge of the effect of their herbs was revealed to me 
on a visit to a traditional healer. There were about 
four patients sound asleep on the morning of the visit. 
This was a result of the drugs they had been given. 
When the healer was asked when they would wake 
up, his answer was “perhaps tomorrow”. He had no 
knowledge or means of handling cases in such a state 
of very deep sleep, e.g. making sure the airway was 
free, giving fluid by infusion, checking electrolyte 
balance, giving preventive antibiotics, etc. How many 
of such cases sleep unto death we will never know 

There have been many claims of successful treat- 
ment of physical illness by traditional healers. There 
is no doubt that a number of these claims are true. 
They become dubious when they involve cases of in- 
tractable conditions. They may indeed have successes 
in these cases, but it has not been possible to verify 
this. Attention needs to be focussed on these cases. 
I once had a patient with a classical picture of manic- 
depressive psychosis. He was sturdy physically. He 
had a cyclothymic personality and had demonstrated 
phases of depression and hypomania. It was explained 
to him that all we could do was to try and keep 
him on an even keel, as we could not “cure” him 
He was promised a cure by a traditional healer to 
whom he went with my consent. He had been having 
a regular periodicity of his illness. When the period 
of his illness came, he did not have it, and | 
getting very excited and intrigued about his case. A 
week or two later, he came back with one of his 
swings of mood. 

The claim that traditional healers are more success- 
ful with neurotic conditions, stemming from psycho- 
social factors is understandable; but it needs to be 
verified, so that one can identify with confidence their 
area of strength. What is disturbing with some of their 
therapeutic techniques is to make the patient forever 
dependent on them, and worse still to enhance or 
even create in some patients an anxiety state. This 
is done by projecting to some outside agency 
usually an innocent person—the cause of their prob- 


Was 


lems. This projection sometimes limits the range of 


activities of the patient and also the range and depth 
of his interpersonal relationships 

And yet there are examples of excellent professional 
intervention, which even modern psychiatry cannot 
bear. An anxious and distraught woman consulted 
a traditional healer with a domestic problem which 
could lead to her being kicked out of her marital 
home by her husband. She was given a rubbery object 
to put in her mouth any time there was a quarrel, 
and rather than answer back the cowife, she should 
bite this object as if she was biting the other woman. 
This she did. The result was that the quarrels reduced 
in length and frequency until they stopped com- 
pletely. She could not bite and answer back at the 
same time! 

The question is whether this is a psychiatric prob- 
lem or not, and yet this is an area in which the tradi- 
tional healer, as in the case described, can be most 
successful. 


All that has been said so far indicates that there 
is a dilemma about traditional healing that is shared 
by the traditional healers, the agencies responsible for 
providing health services, modern doctors, and the 
consumer of the services. 


THE TRADITIONAL HEALERS’ DILEMMA 


A number of traditional healers are aware of the 
changing socio-cultural scene which affects their prac- 
tice. In some areas where there are modern medical 
facilities, they are being consulted less. Not too long 
ago, one came to ask if I could engage him in the 
hospital. When I asked him in what capacity and for 
what role, he said he could be given my retractive 
cases to treat. 

Another one came to ask for help. He had some 
years of schooling before taking over his fathers’ heal- 
ing practice. When I asked him to specify what help 
he wanted, it turned out to be how he could organise 
his practice so that he could get paid by his patients. 
he either had no knowledge of 
> 


how to get his patients to pay his fees, or what knowl- 


It was obvious that 


edge he had did not suit the present situation 
h 


in paid employment and 


result 


Some of 


if the patient is unable to go to 


is patients are 
work as a 
cannot 


of his illness, the healer either write to say 


so, or if even he can write hi f unfitness 
to work will not be accepted by the patient’s 
employers. In the lers’ patients were 
self-employed or employed in like 


joint farming, fishing, or tr 


past, all the 


business 


This situation is even more serious when it involves 
a criminal charge against a person who has had treat- 
ment for a psychotic illne ile the traditional 
i 


healer may be called Ive expert evidence in a cus- 


a Magistrate or 


tomary court, he is 
higher court. He does not keep records to guide his 
may be subpoenaed by 
lack 
ional healers 


and 


memory, and records which 
The lack of litera consequent 
1; 


a problem for tradit 


the court 
of records create 

Psychotic patients are in fetters 
chains by traditional healers because of the 
acute stage of the illness, and subsequently, in some 
cases, for lack of payment of fees to the traditional 
areas, the people are getting to be 
The tradi- 
interfere 
hile the psychia- 


healer. In some 
aware of their fundamental humat 
tional healer, like any psychiatrist, cannot 
with the liberty of any individual 
trist knows the law regarding this and he can do the 
to protect h traditional healer 
either does not know the law, or if 
not empowered to deal with the legalities 

The greatest risk run by traditional healers is the 


necessary imself, the 


he does he is 


charge of manslaughter when their patients die under 
their care. Where death certificates become manda- 
tory before burial traditional healers are going to be 
exposed to difficult problems, as they cannot issue 
death certificates, certainly not in the form that is 
required by the law 

It can be said that one of the dilemmas of the tradi- 
tional healers is administrative in nature and can be 
resolved by changing the laws of the land. This is 
more easily said than done because of the many in- 
volved implications. Even if it were possible to change 
the laws to accommodate traditional healing, we shall 
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still be left with the dilemma of adjusting to the 
changing socio-cultural scene. Consequently I can 
only see the role of the traditional healers getting nar- 
rower and narrower, but not to the extent of being 
completely eliminated as they have not been com- 
pletely eliminated even in technologically developed 
countries. where it has been possible to split the atom 
and send man to the moon. 


DILEMMA OF AGENCIES RESPONSIBLE 
FOR PROVIDING HEALTH SERVICES 


THE 


The dilemma facing some of these agencies arises 
from the suggestions and recommendations that the 
traditional healers should be incorporated into their 
systems, for reasons which have been outlined earlier 


in this paper. Perhaps i does not create a dilemma 


for countries where the traditional healers are few, 
circumscribed in their practice, and bound together 
into a well organised guild with adequate control of 
their membership and their practice, and with which 
the governments can negotiate. 

The fact that most governments of developing 
countries have not accepted and executed these 
suggestions and recommendations is a strong indica- 
tion of their dilemma. This is understandable to a 
great extent where environmental and public health 
measures are being pursued very seriously, where 
great efforts are being made to train heaith personnel 
and where at the same time the traditional healers 
are of various kinds, not all limited and controlled 
by effective guilds, and where their practice has no 
limit 

Any government taking a rational view of the issue 
will need to know how many and what kind of tradi- 
tional healers exist in the community. what kind of 
medical problems they deal with, in what areas they 
are effective without creating any problems, and other 
relevant questions, before considering how they can 
utilise the traditional healers. It seems that the atti- 
tude of most governments is to leave them alone and 
go on with their training programme to provide and 
make modern facilities available and accessible to 
everybody, and it is left for the individual to choose 
between traditional and modern facilities, or to use 
both. After all, no matter what doubt anyone may 
have about the traditional healers, it has to be 
accepted that they are still fulfilling a very useful func- 
tion in the community. 


In range 


DILEMMA OF MODERN DOCTORS 


While most modern doctors appear to be indiffer- 
ent to traditional healing, there are a few who are 
vocal in advocating their use. There are stories of 
some doctors referring physical cases to traditional 
healers. There are also stories of some doctors using 
traditional healing practices on themselves when they 
take ill 

Doctors who object to traditional healing are those 
who are on the receiving side of the maltreatment 
of traditional healers. The pediatrician who sees cases 
of cancrum oris, Kwashiorkor, or even clouded con- 
sciousness due to a mixture of cow urine and other 
stuff given them to drink, is not likely to be enthusias- 
tic about traditional healing. The psychiatrist who 


sees cases of extreme physical debility, horrible bed 
sores and whip marks all over the body in a psychotic 
patient exposed to some traditional healing system 
is not likely to advocate the use of traditional healers. 


DILEMMA FACING THE CONSUMER 


Perhaps the dilemma facing the consumer is the 
greatest and most important of all. He is taught 
hygiene and biology at school if he has gone to 
school. Even if he has not gone to school the public 
health educators teach him something which is differ- 
ent from his traditional concept of the cause of illness. 
So when he falls ill he is torn between the traditional 
service and modern service. In case both may be right 
and he does not wish to miss out, he uses both. Even 
when he is hospitalized, his relatives bring him tradi- 
tional medicine to use in the hospital. This has led 
to tragedies in some situations. Even where the 
younger elements in the community want to use 
modern service, the pressure from their elders may 
make them do otherwise. Even where there is no such 
family pressure, modern medical services may not be 
readily available, especially in the rural areas. To con- 
found this dilemma more, they are now getting to 
hear that the government should use traditional 
healers more. This statement is born more out of 
nationalistic attitude than any other reason. A further 
problem arises because traditional healers cannot 
issue acceptable health certificates. For example, a 
young civil servant took ill once in a city far away 
from home. He left his job and went to his hometown 
to be treated with traditional medicine: he did not 
improve. so he came to the psychiatric hospital. He 
was given an excuse duty certificate on account of 
his illness. He improved with modern treatment and 
was given a certificate of fitness to resume duty. He 
returned to the hospital to say that his boss was not 
prepared to take him back unless he brought a certifi- 
cate to cover the period he was with the traditional 
healer. The doctor felt it would not be right for him 
to give a certificate to cover a patient for the period 
when he was not attending the patient. 

Still another problem centers on the concept of 
cure. The traditional healer promises complete and 
absolute cure especially in cases of psychotic illness, 
and after considerable improvement, he puts the 
patient through the ritual of sealing off the illness 
as described by Prince [5] in his report of traditional 
healing among the Yorubas. The modern psychiatrist 
does not promise permanent and absolute cure. It 
is only when he has had relapses after treatment by 
one traditional healer after another that the patient 
is brought to the psychiatric hospital. 

The reverse movement also takes place. After suc- 
cessful treatment in a psychiatric hospital, they fail 
to come for follow-up and their maintenance medica- 
tion in the hospital, in the expectation of permanent 
cure, especially if the need for maintenance medica- 
tion has not been sufficiently emphasised. When the 
patients have relapses they are taken to traditional 
healers, since the relapses are interpreted as a failure 
of modern psychiatry to procure permanent cure. 
Failure to obtain permanent cure brings them back 
to the psychiatric hospital. 

The increasing use and proliferation of healing syn- 
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cretic religious organizations may be partly a result 
of this dilemma facing the consumer of health ser- 
vices. If a person is confused as to whether to use 
traditional or modern health service, and there is a 
neutral facility available, it is only rational for him 
to get out of the confusion by using the neutral ser- 
vice. This is perhaps an oversimplification of the 
problem as healing syncretic religious organizations 
are not always regarded as neutral in the issue, and 
patients who are attending psychiatric hospitals have 
been known to use one of the religious organizations 
at the same time. The usual pattern is that the patient 
attends one of the religious organizations, sometimes 
after unsustained consultation with a modern doctor 
[6]. When he does not improve with the religious 
sect, he comes back to the hospital, but still keeps 
his affiliation to the sect. 

It will appear that the proliferation of these re- 
ligious sects, in addition to being a result of the 
dilemma of the consumers, have also added more to 
it. There are cases who do not know whether they 
are Moslems or Christians anymore. They are ori- 
ginally Moslems, and as a result of their affiliation 
with one of these syncretic religious sects because of 
illness, they assume a Biblical name along with their 
Koranic name. The situation is even worse when a 
young Moslem rejects his religion for a syncretic re- 
ligious sect, thereby incurring the displeasure or even 
rejection of his family who can give him emotional 
and social support. 

This dilemma of the consumer is partly the fault 
of modern health which did not take into 
account the culture and tradition of the people. Some 
health educators went to a village to educate the vil- 
lagers about the dangers of house flies in connection 
with refuse and faeces not properly disposed of, and 
uncovered food. They took with them a visual aid 
and they had projected on the screen a large picture 
of a house fly on which they based their talk. After 
the session the village heads thanked them for their 
efforts and trouble and concluded by saying that in 
their village they only had very small flies, and they 
were not surprised that such a big fly as projected 
on the screen could cause so much havoc. This is 
a very simple example, but it illustrates the way in 
which mistakes can be made and indeed have been 
made in introducing modern health service to the 


people. 


care 


COOPERATION AND INCORPORATION 


The question of cooperation of traditional and 
modern healing practice does not pose a great prob- 
lem to the consumer. 


He will use both facilities with or without the 
knowledge or approval of either. His concept of dis- 
ease allows for this. While modern medicine can pro- 
cure a cure, it does not deal with what is regarded 
as the basic cause of his illness which may be a curse, 


the vengeance of a god, the evil machinations of 


another person, etc. The objective of the traditional 
healing practice in this situation is to counteract the 
basic cause, thereby making modern medicine effec- 
tive and lasting in its cure. In other words, the tradi- 
tional system complements the modern system. It is 
rather like lighting candles and praying for the recov- 


ery of a loved one and after recovery, having a 
thanksgiving service in church. 

It creates a problem if the objectives of the .two 
systems are the same. This means that the patient 
is receiving medication for the same aspect of the ill- 
ness from two different sources at the same time. This 
problem is easy to deal with if the fact is known. 
I tell my patients that the two medicines may counter- 
act each other, or lead to overdosage, and that he 
should try one first, but not use the two together. 

If a patient has the belief that his illness has been 
caused through some supernatural means, it may not 
be necessary to argue this point at the initial stage 
of treatment. This point may be taken up with the 
patient and relatives only after the patient is better. 

Cooperation between the traditional healer and 
modern doctor depends on the personality of both, 
the self-confidence of both, and the method of treat- 
ment proposed by both. Some traditional healers 
have brought patients to me and I have not objected 
to my patient using traditional healers, provided what 
is going to be done to the patient does not conflict 
with my treatment. For example, I do not approve 
of any traditional medicine to be taken by mouth 
while the patient is still on my medication, for reasons 
which I take pains to explain 

The traditional healer about the 
co-operation, or may feel his status enhanced by the 
co-operation, depending on the level of expertise and 
that they feel 
a sense of competition in which they are at a disad- 
vantage, and for make 


extravagent claims to be able to treat successfully all 


may feel uneasy 


confidence he has. There is no doubt 


this reason some of them 
types of physical and mental disorders 

The impression I have is that most modern doctors 
are indifferent 


gusted and angry when 


to traditional They feel dis- 


time and money has been 
spent on traditional healing without success and the 
patient is then brought to them in a very bad shape 
It annoys them when they read statements to the 
effect that because of their scientific training, they 
have been alienated from the people, and cannot 
empathise with them. This statement may be true to 
some extent, but it is not peculiar to developing coun- 
tries. Doctors, on the whole, tend to use their middle 
norms to Only recently 


some medical students doing their clinical psychiatry 


class assess their patients 
with me described a situation as being unfit for 
human habitation. I had to remind them that their 
very modern teaching hospital setting does not reflect 
the general standard in the population. and further- 
more, it may be foreign to the generality of the popu- 
lation. 

I once had to have an emergency consultation on 
the second level of a two storey building. The patient 
was asked to come up. This elderly lady climbed up 
the staircase on all fours. It then dawned on me that 
she might not have had to climb up such a staircase 
in all her life, and this situation must have been threa- 
tening to her. Yet I had taken it for granted. 

This question of cooperation between both systems, 
and incorporation of traditional healing practice into 
the health care system poses a greater problem for 
the authorities. It may be helpful to examine closely 
the situations where traditional healers are reported 
to have been used and incorporated into the official 
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health delivery system. I suspect that in these situ- 
ations the traditional healers are few, and they form 
a cohesive body. They deal mainly with psychosocial 
problems, and they very seldom use herbs. Some 
methods they use include ritual dancing, which in 
addition to its cathartic effect also may lead to dis- 
sociation, possession, and trance. The therapeutic 
effect of this has been well documented and related 
to brain-washing [7]. The objective of therapy may 
not necessarily be directed to the individual patient, 
but to the group to which the patient belongs [8]. 
In another situation, like the Zar, the patient is inte- 
rated into the cult group and not his own primary 


go 
¢ 


zroup 

In these situations, there is not likely to be much 
conflict, if any at all between the modern health ser- 
vice and the traditional healing system. In fact the 
modern health service can learn a lot from the tradi- 
tional healing practices. 

HEALING PROCESS IN TRADITIONAL AND 

MODERN MEDICINE 


Healing process is an interaction between the 
patient, the therapist, and the environment, and this 
interaction is common to both traditional and 
modern medicine. The patient goes to the therapist 
with the expectation and hope of being healed. He 
has or develops faith and confidence in the therapist 
Without these and other related factors, the healing 
process may be delayed, arrested or negated. In the 
interaction these factors may be enhanced or reduced, 
depending on what happens 

The therapist, on the other hand, is seen as having 
the knowledge and expertise to heal. In addition he 
has confidence, he uses impressive paraphernalia 
which enhances his power of suggestion. It may help 
if he is charismatic. He has status in the society. There 
are great similarities between the traditional healer 
and the modern doctor in respect of these factors. 
What makes a difference is the change in the social 
order and attitudes. The traditional healer has his awe 
inspiring paraphernalia in his garb, his dark room, 
his equipment, such as the modern doctor with his 
glistening instruments. With the change in attitude 
about cleanliness, order, etc., the paraphernalia of the 
traditional healer is losing some of its awe. The status 
of the traditional healer as a powerful man in society 
is diminishing by virtue of the changing social ordet 
brought about by education, urbanisation, migration, 
and other phenomena. His method of flogging, beat- 
ing, purging, and chaining of patients is being 
rejected. I doubt very much if any of my patients 
have run away from the hospital to go to traditional 
healers, but I know a few who have run away from 
the traditional healer to come to the psychiatric hos- 
pital, sometimes with the traditional healer on their 
heels 

On the other hand, the social and physical environ- 
ment of the traditional healer is more familiar to the 
patient. He has his relatives with him during treat- 
ment, so he does not feel isolated. He wears his own 
clothes and eats his familiar food. Perhaps the reason 
why more patients do not run away from the unplea- 
sant treatment to which they are constantly exposed 
is the comforting presence of the relatives and the 


great expectation of being healed. There is also the 
fear instilled in them by traditional healers that worse 
things can happen to them if they run away. 

The major differences in the practices of both tradi- 
tional healer and modern doctor is that the latter 
talks only in terms of physical factors as the cause 
and treatment of illness, whereas the traditional 
healer evokes factors like the spirit and the supernatu- 
ral which are understandable to the patient. 

This leads one to the consideration of the com- 
ponents of human existence. It has always been 
appreciated that there is more to human life than 


just the physical body. The aspect of soul or mind 


was also appreciated, and there was great argument 
as to which of the two was the main factor. The argu- 
ment raged for a long time, until it was agreed that 
one could not be separated from the other—psycho- 
physical monism. 

This problem came up again when psychoanalysis 
was born and there were those who laid emphasis 
on the physical and others on the psyche. It is only 
recently that they are both being considered as com- 
plementing each other. 

In neither period was the spirit seriously and persis- 
tently considered. If there was suggestion that this 
was considered. it was swallowed up under the con- 
cept of the mind. True enough some of the manifes- 
tations of the spirit can readily be explained in terms 
of the mind, but not all. The term para-psychology 
was invented to take care of some of these phenom- 
ena, but it is doubtful if these can be attributed to 
the mind—even in its extension. Can it truly be said 
that the phenomenon of poltergeist, to name only 
one, is a function of the mind? There are many other 
such phenomena which cannot be attributed to the 
function of the mind, even in its extension 

True enough it may not fit into the framework of 
our materialistic and physical concept, but this does 
not mean that the concept of the spirit is a myth. 
It may not lend itself readily to our present method 
of scientific inquiry: it may shake to the root some 
of our cherished notions: however. these are not ade- 
quate reasons for turning our backs on the concept 
of the spirit. 

Even if in our concept of body and mind we exam- 
ine deeply the concept of etiology on which it Is 
rational to base treatment, we find that we stop our 
enquiry at a convenient level where we can take effec- 
tive action. For example. we discover some organisms 
as being the infecting agent, and then we attack the 
organism or help the body to attack it. The discovery 
of these organisms is a convenient level. Even at this 
level we soon find that it is not as simple, for some 
people exposed to the same organism do not develop 
the illness, and this leads to the idea of virulence, 
size of infective agent, immunity, etc. If we pursue 
our examination beyond the level of the organism 
we get to the ultimate or infinity—the greatest 
dilemma which perhaps some traditional healing 
takes into account. 
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Abstract 


Understandings of disease causation, its dynamics, and treatment are elements of the culture 


of an individual. A study of how culture affects patient behavior was conducted in a provincial city 
of southern Mexico. The population of the city is composed of people of Maya Indian ethnic back- 
ground and those non-Indians known as “ladinos”. Ethnicity comprises a principal independent variable 
the effects of which are analyzed with respect to dimensions of illness episodes and behavior associated 


with those episodes. 


Women of ladino ethnicity report more illnesses which are less severe and of shorter duration than 
others in the sample. Ladinos of both sexes suffer more from biologically-based disease processes 
than Indians, and become more behaviorally impaired when sick, despite their greater utilization of 


physicians. 


INTRODUCTION 
In the context of current concern with improving the 
quality of life in developing nations through the appli- 
cation of the theories, principles, and practices of 
Western biomedicine, the viability, persistence, and 
culturally sanctioned integrity of folk medical systems 
must be considered in concurrent juxtaposition with 
the erosive effects of modernization. Folk systems 
everywhere exist, and always comprise the fundament 
of knowledge, beliefs, and practices, even where alter- 
natives have developed, been imported, or are im- 
posed by political or economic fiat. A medical care 
system (MCS), defined as the constellation of beliefs, 
knowledge, practices, personnel, and facilities and 
resources that together structure and pattern the way 
members of a sociocultural group obtain care and 
treatment for illness [2], can be characterized by the 
polar types, “folk” and “Western biomedical”. Folk 
medical care systems are, in many parts of the world, 
the only available locus of care, and are almost 
always the dominant system in nonliterate and 
modernizing settings. The interpenetration and seem- 
ingly inevitable hegemony of Western biomedicine is 
but one feature of the diffusion of industrialization 
in autochthonous cultural and economic systems. As 
several sensitive ethnographically-based researches in- 
dicate, folk and Western systems, where they co-exist 
within the same ecological field, do not appear to 
be sharply delineated, locally integrated, sharply 
opposed entities [3]. Instead, what can be demon- 
strated to exist from the perspective of the partici- 
pants in these systems, whether curers or clients, are 
symbolic frameworks for defining and acting upon 
illness in understood conditions. Rather than ordering 
or categorizing disease entities standing apart from 
the folk systems, the frameworks make sense of the 
facts brought under this review. Since they are rooted 
in quite different cultural and historical premises, they 
make salient and visible diverse sets of facts from 
which illness are constituted [4]. 
Nevertheless, empirical research suggests that in 
given intances, medically relevant items of behavior 
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Nevertheless. empirical research suggests that in 


given instances, medically relevant items of behavior 


can be seen within either or both systems, and illness 
behavior associated with these definitions can lead 
to differential usage of competing or alternative sys- 
tems of care [5]. Research data further suggests that 
there are multiple usage patterns in settings with 
alternative systems of care [6]. To date, however, few 
of these studies have aimed to systematically compare 
how a sample of persons of different ethnic status 
who are oriented to and have access to alternative 
MCS actually go about obtaining medical treatment. 
Since some features of alternative systems stand in 
distinct and clear contrast (e.g. the costume, tools, 
medicines, and rituals of the shaman and the MD 
appear to sharply contrast to each other [7]) most 
studies which have addressed the explanation of mul- 
tiple usage have simply delineated and described the 
culturally exotic, dramatic symbolic, and ritualistic 
components of the folk care system, implicitly con- 
trasting it with Western bio-medicine. The case for 
the dominance of one or the other system (usually 
the Western system is studied as a contrast concep- 
tion standing over against the folk or indigenous sys- 
tem, with only the described in 
detail) is made on the basis of showing differential 


focus of concern 
use of facilities in one or the other MCS by class, 
ethnicity, sex, etc., in a sense documenting the salience 
of orientations, rather than how they “operate” to 
“produce” such patterns. Conceptions such as accul- 
turation or assimilation are used to “explain” com- 
parative usage. Since the focus is on increasing usage 
of the Western MCS as level of education or accultu- 
ration increases (as the subordinate group of class 
becomes “more like” the dominant political class), the 
possibility that non-Western or folk systems may 
have been used conjointly, previously, and/or at a 
later point for the same identified illness may be over- 
looked. (A more common confounding is achieved by 
labeling the occurrence by the Western term which 
that system had labeled it with, rather than with refer- 
ence to more detailed self-reports or sets of symp- 
toms, signs, and behavioral changes.) Focus upon a 
single type of healer (e.g. the shaman or urban curer), 
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or a single system, to the exclusion of competing 
definitions and practices, obscures the patterning of 
choices by perceptions, level of stress, and biomedical 
happenings which, under identifiable empirically 
measured conditions, produce help-seeking actions. 

It is clear that to understand and explain in a 
theoretically sensitive and sound manner the dyna- 
mics of disease and medical care in a setting with 
multiple available MCSs, patterns in differential use 
existing within the same ecological region should be 
empirically established. Such a study must see the 
phenomenon within a sufficiently broad yet analyti- 
cally precise fashion, such that illness in logically dis- 
tinctive, yet empirically overlapping systems may be 
studied. Further, the perceptions of illness, as well 
as behaviors associated with these perceptions, should 
be gathered such that the logically distinctive folk and 
Western labels do not a priori establish the “reality” 
of any given phenomenon. 

The framework or frameworks required are yet to 
be fully developed. It is clear that when one concen- 
trates upon biomedically relevant categories, concep- 
tions of disease, and theories of etiology, one is pre- 
judging the existence of disease as it has been defined 
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historically within that framework. On the other 
hand, if one turns attention to the social and cultural 
meaning of the actor or family unit in which sickness 
is located, the perspective effectively grounds the in- 
vestigator in a relativistic position that may seriously 
limit the generality of the findings and analyses. The 
challenge, succinctly put, is to fashion a new language 
of disease which envelops both social and biological 
matters with terms which precisely and unambi- 
guously mark the conduct of the persons who are 
sick. Its implementation in research should entail 
methods and procedures sufficiently abstract so as to 
allow cross-cultural comparative inquiries. To some 
degree, the illness graph and interview protocol out- 
lined below (Figs | and 2) make visible some of our 
initial efforts in this direction. We are taking an axio- 
matic in this presentation that in order to conduct 
a study involving social aspects of disease, the 
researcher cannot restrict attention to the biomedical 
taxonomy, nor an entirely nativistic or emic grid [8], 
but should be encouraged instead to develop a 
socially relevant and precise language of disease. 
The purpose of this paper is to report some prelimi- 
nary findings from a study designed to explain, on 
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Angrily disturbed 
Ashamed 


4. Deeply concerned 


Medical—phy 
1. Cough 

2. Sore 
3. Weakness 

4. Abdominal cramps 
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6. Dizziness and lightheadedness 


siological symptoms 
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throat 


and chills 


Headache 

8. Diarrhea 

9. Vomiting 

10. Chest pain 

11. Earache 

2. Shortness of breath 


Loss 


of appetite 


16. Low back pain 


Generalized aches and pains 
Behavic 
1. Complained of discomfort 
2. Acted disoriented 
3. Stayed in bed 
Was restless 
5. Ate less 
6. Was irritable 
Avoided talking, wished silence 


ral ¢ hanges 


Ee 


8. Slept a great deal 
9. Stayed home all day 
10. (children only) 
(a) didn’t go to school 
(b) didn’t feel like playing 
(c) cried a lot 
. (adults only) 
(a) did not meet religious obligations 
(b) did not meet parental obligations 
(c) did not (or could not) give advice 
to friends and relatives 
was unable to work outside of home 
did not do usual household chores 
was unable to meet responsibilities 
as a spouse 
was unable to pursue leisure 
activities 


(d) 
(e) 
(f) 


(g) 


Treatment actions 
. Used medications available in the 
home 
. Used standard herbs 
. Sought family advice 
. Sought advice of friends 
. Sought curandero 
(a) office call 
(b) household call 
. Sought additional curandero 
(a) office call 
(b) household call 
. Went to pharmacy 
. Went to federal health clinic 
. Went to social security clinic 
. Went to state health clinic 
. Consulted private physician 
(a) office call 
(b) household call 
. Consulted additional private physician 
(a) office call 
(b) household call 
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a comparative basis, how families residing within the 
boundaries of a pluralistic, colonial, modernizing set- 
ting define, orient to, and make sense of illnesses and 
take actions in line with these definitions and orien- 
tations. The study is one of several carried out by 
the authors previously reported in joint papers [9], 
and in other publications which were conducted in 
San Cristobal and environs, the highlands of Chiapas, 
Mexico. 

The highlands region is one of the most traditional 
and conservative in Mexico, and has been considered 
in Indian enclave since the intrusion of the Spanish 
in the 16th century. The city of San Cristobal, which 
dominates the highlands as a symbolic, religious, and 
economic center, contains three medical care systems, 
a reflection of the indigenous system, the urbanization 


of the native folk system, and the introduction of 


Western biomedicine. Although they are differentially 
sanctioned by cultural and political standards (the 
public and political acceptable system is the Western 
biomedical system which is promoted by the Federal 
and State Government through two clinics in the city, 
and by the Federal Indian Authority in its local clinic 
and paramedic operations) all persist in parallel form, 
and the two polar types, folk and Western biomedical, 
are visible, viable, and compelling to the vast majority 
of the residents. 

The medical care systems and behaviors here de- 
scribed are also symbolic of the developmental and 
modernizing trends now in process in the highlands, 
and for all practical purposes are identified with (and 
stand for) the principal ethnic groups in the region 
[11]. That is, ethnicity is perhaps the most important 
determinant of life style, occupation, etc., within the 
region. Ethnicity is, in fact, a dominant status attri- 
bute for residents of the region, and suffuses, defines, 
and pervades virtually all social transactions taking 
place in the city [12]. Barth [13] defines ethnic group 
usefully in this context as populations that: (1) are 
“largely biologically self-perpetuating™; (2) share “fun- 
damental cultural values realized in overt unity of 
cultural forms”; (3) “make up a field of communica- 
tion and interaction”; and (4) have “a membership 
which identifies itself and is identified by others as 
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Fig. 2. Sampling plan 


distinguishable from other 
As Collier [14] has 


pointed out, the third and fourth attributes underlie, 


constituting a category 


categories of the same order” 


make possible, and sustain the reality of the first two 
within the ecologic setting. In the present study, ethni- 
city is studied as a principal independent variable 
whose effects are analyzed with respect to analytic 
dimensions of illness episodes and illness behavior as- 
sociated with the episode, especially the loci of treat- 
ment. Insofar as radically distinctive 

toward illness and treatment which make visible, real, 
and significant behavioral events and feelings are as- 
sociated with ethnic groups interacting in the city, 
a theoretic framework sufficiently broad to encom- 


perspectives 


pass those perspectives is required [15] 


THEORETICAL ORIENTATION AND RATIONALE 


1 wholistic orientation towards disease 


Disease represents a socially created and situated 
entity. By this we mean that the term “disease”, con- 
sidered abstractly, has no a priori substance or con- 
tent. Rather, the term refers to a set of newly identi- 
fied undesirable attributes or changes which are seen 
as “located” in the individual. In a general sense, the 
culture of the group “shapes” and/or structures what 
disease is insofar as it constitutes the source of the 
categories which are used by the individual to give 
“disease” special signification. This view of 
holds for non-Western, folk, and “primitive” groups, 
as well as for those which are more advanced and 
“sophisticated”, insofar as they are guided by bio- 
medical knowledge. Notions of causation, 
dynamics, and treatment are always elements of the 
individual’s culture. 

Social groups are here seen to have available, as 
part of their cultural repertoire, norms of competence, 
adjustment, and organismic integrity [16]. Members 
of a group are characterized, either by themselves or 
by others, in terms of these norms, and such norms 
thus provide (often blurred) guidelines for the indivi- 
dual who employs them as resources. For example, 
to varying degrees the norms, when internalized, serve 
as standards of reference for the individual and are 


disease 


disease 
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used by him to monitor his condition or status at 
any point in time and across time. Norms, of course, 
are articulated on the basis of any number of refer- 
ence schemes (i.e. they can refer to different sorts of 
phenomena). For example, they can refer to purely 
behavioral matters, or to experiential ones. And, if 
physicians are doing the characterizing, the norms, 
of course, refer to purely biological changes. In short, 
the changes and attributes that are marked by norms 
of competence depend again on cultural context and 
on the definitions provided by individuals of their 
situation 

When members of a group 
types of deviations from these 
judged as “showing” or “having” 


manifest distinctive 
norms they may be 
a disease. A necess- 
ary (but not sufficient) feature of disease is that it 
involves an undesirable deviation in the way in which 
an individual is characterized, and that such a “devia- 
tion” is framed with respect to both personal and 
social norms. It is when the individual (and/or signifi- 
cant others) judges that, at a particular point in time, 
he deviates from the way he has been characterized, 
that a state of disease can be presumed to exist or 
is diagnosed. In this regard, the various biological 
systems are critically important. For such systems can 
be described aggregately, and their various indices 
form more or less distinctive distributions and norms 
We would add that it is only when representations 
of changes in these “biomedical” systems (i.e. devi- 
ations in these norms) become evident to persons or 
significant others (be they physicians, shamans, or 
spouses) that diseases, properly speaking, are marked 
and unit. Ultimately, then, 
although disease may rest on altered chemical or phy- 
siologic processes, a normative dimension or “social 
reckoning” serves to establish its presence and also 
the nature of its social signification 


located in a_ social 


Our view of disease is necessarily broad since, first 


of all, we intend that it accomodate to diverse changes 
and processes and importantly as these are evaluated 
by both lay and medical personnel. Furthermore, we 
intend that the view of disease be applicable to the 
circumstances of many people, regardless of their cul- 
tural background and/or “sophistication” with bio- 
medicine 


In short, the view of “disease” outlined is 
formal (or generic) since the logical attributes of the 
term are emphasized [17]. 

The orientation adopted here clearly requires that 
attention be given to social and cultural factors in 
the life situation of persons who may potentially 
become ill. An emphasis directed at social matters 
is required on several accounts. First of all, as a 
number of researchers have indicated, social changes 
or “stressors” may be said to lead to or “produce” 
disease. This means that antecedent events involving 
social phenomena must be inspected for their rele- 
vance. A sociomedical study designed io capture the 
linkages between on-going social activity and disease 
occurrences must be consequently grounded in a time 
dimension. A naturalistic and longitudinal study 
design wherein, on a repeated basis, one retrieves in- 
formation relating to stressor events and disease out- 
breaks is well suited to these purposes. 

For related reasons, a holistic orientation towards 
disease requires that attention be given to how per- 
sons cope with and treat disease. Since diseases by 


difinition are linked to social phenomena, they may 
not only follow significant stressors but can also lead 
to distinctive social treatment actions. The nature and 
components of the illness from the standpoint of the 
person who is sick are factors that will determine 
what one does while sick and where one goes for 
help or treatment. This means, again, that the unique 
history and culture of the person or family group is 
important insofar as these establish the relevant sym- 
bolic categories that structure and mediate social 
action. A study of disease guided by these presupposi- 
tions requires focusing on medical treatment related 
behaviors. 

It is this distal link that disease, when expounded 
holistically, necessarily has with social activities and 
treatment that grounds the inquiry in concerns typi- 
cally associated with the health services and medical 
care utilization research field. The study of this 
dimension of disease, or viewed alternatively, the 
study of the process of medical care, is facilitated by 
the employment of a naturalistic and longitudinal 
design through which sequential disease occurrences 
are retrieved and linked to socioenvironmental fac- 
tors. 

A central concept used in this Study is illness epi- 
sode or illness occurrence, which is defined as an 
actor (or family) perceived episode of illness, 1.e. set 
of medical problems (e.g. physiologic symptoms) and 
interferences in the life arc of a person which are said 
to be the outcome of illness. Regardless of what an 
observer (who may bring a different perspective to 
bear on the episode) may term the “veridical” bases 
for, or causes of, a particular occurrence of illness 
in space and time, actors always describe, make sense, 
and respond to an occurrence initially in terms of 
native concepts and theories. In this sense, illness epi- 
sodes may be viewed as social phenomena which: (1) 
are rooted in changes in the systems comprising the 
individual; (2) are interpreted and given shape by the 
perceptions and cognitions of the actor (which in turn 
reflect membership in a culture); and (3) which lead 
to medically-relevant behaviors, including treatment 
actions, which are sanctioned by the medical care sys- 
tem salient with reference to that episode for the 
actor. 

To summarize, then, our conceptual framework, 
occurrences of illness, may have a purely biological 
basis [18]; in many instances, however, psychosocial 
factors play an important causal role. Such occur- 
rences are by definition dysfunctional and disabling 
to the actor and his family, and may occasion cultur- 
ally standardized actions aimed at their correction 
and/or control. Several factors influence how actors 
cope with occurrences of illness. Among these factors 
are the definition of, and perceived intensity or 
seriousness of, the occurrence, the economic resources 
of the actor which need to be seen in conjunction 
with the prevailing prices and costs of treatment, and 
lastly, the general beliefs and orientations of the actor 
regarding illness. Regardless of the basis for an occur- 
rence of illness or the choice or outcome of any medi- 
cal care consumed, the model espoused here treats 
these: matters generically, and as socially structured. 
In the present study, the prevalence or occurrences 
of illness, and the forms of medical treatment which 
resulted are analyzed with respect to ethnicity. 
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RESEARCH SETTING 


The study was conducted in San Cristobal de las 
Casas, a city of some 30,000 people, which is located 
in the highlands of the state of Chiapas in southeast- 
ern Mexico [19]. The city is the commercial, social 
and religious center for a hinterland which contains 
about 175,000 Indians of Mayan descent. In the city 
one may identify three principal ethnic groups: 
ladinos, who are said to be of direct Spanish descent, 
mestizos, or people of mixed Indian and Spanish de- 
scent, and indigena, or people of Indian descent. Most 
are of the latter and transients in the city, persons 
who reside in the surrounding environs. A number 
of indigena, however, are first generation residents 
who have recently migrated to San Cristobal. These 
individuals and their families have left their hamlets 
and rural way of life and have decided to try to work 
out an existence in the urban setting of San Cristobal. 
Although migrants are now influenced by their new 
style of life, these people nonetheless retain their In- 
dian orientations in a number of important respects. 
including a tenacious clinging to their modes of orien- 
tating to and coping with illness. 

Ladinos and mestizos speak relatively fluent 
Spanish, wear Western clothing and identify with the 
values and institutions of the Mexican nation. The 
socially subordinate group is the indigena (i.e. Indian); 
these groups speak Mayan dialects (principally Tzot- 
zil and Tzeltal) and are distinguished by the type of 
dress worn by each of the twelve nearby “tribal” 
groups. Indians residing in San Cristobal usually 
begin to adopt Western clothing. As emphasized by 
Barth, the characteristics that distinguish the various 
groups are not exclusively genetic or biological, but 
are also social and cultural (wealth, power, education, 
style of dress, etc.). 

The integrated theory of disease that obtains in the 
highlands among ladino-mestizo groups has been 
detailed elsewhere [20]. Suffice it to say that ladinos 
ascribe principal importance to the emotions in the 
causation of disease. They occupy the logically analo- 
gous place in this theory that germs do in the bio- 
medical theory. The amount and noxiousness of the 
various emotions are differentiated, and are believed 
to affect proneness to, and the seriousness and type 
of disease that develops. On the basis of mode of 
interpersonal relating Jadinos distinguish between 
types of persons and can also discriminate disease 
susceptibility. Lay categories of emotions and _per- 
sonalities can be ranked as to pathogenicity and have 
a bearing on disease specificity. Emotions, although 
inevitable, can be neutralized (via alcohol for 
example) or discharged (in thought, action, or talk) 
so that the body does not carry an excessive (i.e. 
pathogenic) load. Interpersonal relations can thus 
serve as both deleterious and positive sources of 
emotion. 

The ladino theory of disease includes a concept of 
“person” which refers to a distinct psychological, 
social and physical being. Furthermore, all of these 
related aspects of being are seen as connected and 
affected in important ways by the emotions. A per- 
sons’s inner “self”, for example, is believed to not only 
respond passively to external situations and occur- 
rences, but also to mediate and monitor actions so 
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as to maintain both consistency with and proper 
amounts of the emotions. This “self”, however, is not 
only limited to social and psychological factors, but 
has bodily attributes. The body is described as differ- 
entiated, the organs are named, their functions de- 
scribed, and their influence on disease recognized and 
explicitly stated. Diseases and emotions are believed 
to have specific loci in the organs of the body which 
are consequently altered and damaged causing the 
signs and symptoms of disease. These physiological 
symptoms are seen as contributing to the social inca- 
pacity of the individual and receive importance on 
this basis. 

Illness conditions can affect (families or 
frields) that are exposed to, or participants of, inter- 
personal situations that are inciting. In this sense, the 
illness may be described as “contagious”. Likewise, 
it follows that friends and relatives occupy important 
roles in the genesis and development of illness. 

Besides reflecting emotional and interpersonal con- 
siderations, illness is judged by the ladino to also 
result from naturalistic Excessive heat, cold 
drafts of air (especially when an individual is angry 
or otherwise emotionally im- 
properly prepared, or spoiled food, unduly prolonged 
fastings, excess sexual or other form of physical ac- 


groups 


factors. 


excited), insuilicient, 


tivity, and lastly, insufficient or inadequate rest and 
exercise (or sexual activity) may all be invoked as 
related factors in the explanation of an occurrence 
of illness. Naturalistic factors are usually given cor- 
relative importance, their causal significance is in 
The 
ladino theory of disease accommodates most of the 
usual causes of disease that are expounded in the 
competing modern system. Thus, 
pathogenic micro-organisms, or physiological dys- 
functions may be (and often are) included as contribu- 


1is- 


association with the issues discussed previously 


genetic factors, 


tory explanations. However, careful interviewing ¢ 
that 
these factors and are considered basic. In 
of malevolence attributed 
said to be the sources of illness, though persons differ 
as to frequently they this 
explanation termed by Turner, “preternatural”. The 


emotional—interpersonal issues underli¢ 


closes 
addition, acts 
to witches are frequently 
resort to 


how type of 


degree of acculturation seems to be a factor, since 
more Westernized and urbanized /adinos invoke this 
cause less frequently. 

The manner in which the ladino explains the rela- 
tions between the multiplex factors that are impli- 
cated in an occurrence of illness can be described as 
homeostatic. An optimal range of function and struc- 


tural integrity underlies health. Each of the classes 
of factors discussed earlier represent sources of dis- 
turbances that can upset this range. The various fac- 
tors can combine with or oppose the others, so that 
notions of balance and equilibrium are also impli- 
cated in health and illness 

The linkages between the various classes of factors 
that underlie and affect health are mediated by the 
person’s blood and by his nervous energy (or activity) 
The latter two elements are viewed almost as isomor- 
phic. Emotional excitements, physical essences reflec- 
ting the state and strength of the body, and deleter- 
ious exogenous influences that affect health, all di- 
rectly affect the blood, and in fact are judged as part 
of the blood. Native practitioners, consequently, by 
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pulsing the sick person learn from the blood the 
nature of the disease and its cause. The blood, then, 
literally is seen as carrying the emotions throughout 
the body and in this way affects the structure and 
function of the organs. 

The services available in the city, including medical 
care, tend to be divided and duplicated along what 
appear to be lines heavily determined by ethnicity. 
These competing medical care systems we label—and 
have discussed in detail elsewhere—the folk and bio- 
medical [21]. They may be outlined as follows: 


Folk 


[his is a system of medical care based upon belief 


in moral and social causation of illness, especially 
alterations in emotions and disruptions in social 
transactions, both of which are seen as impinging on 
bodily states. Although the self and body of a person 
are distinguished, both are judged as continuous, and 
overlapping. Moreover, a variety of both natural and 
preternatural agents are held to cause disease. Part- 
time practitioners prescribe medicines which either 
they themselves prepare, or which on occasion need 
to be purchased in the many drugstores of the city. 
Such medicines may include pharmacologically active 
agents ordinarily requiring a physician’s prescription 
in modern settings. Folk practitioners also perform 
curing ceremonies, and possess a degree of spiritual 
as well as naturalistic knowledge about illness. For 
a sliding fee. Most folk 
practitioners are of mestizo background. In addition, 
city, 


their services they charge 
there are Indian practitioners located in the 
usually its outskirts, who practice traditional Mayan 
medicine. Our estimate is that there are probably 
around 60 folk practitioners (curanderos) who practice 
regularly and illegally in the city of San Cristobal. 
This figure is about three times the number of MDs 
practicing in the city. Curanderos are said to be used 
principally by indigena and mestizos, though observa- 
tions suggest that ladinos may often also seek their 
services. The extent to the ethnic groups 
actually use these practitioners is not available in the 


which 


literature and one of the aims of this study is to 
obtain data on this question. 


Biomedical 

This is the Western system of medical care. Curing 
is undertaken by full-time specially trained phys- 
iclans; approximately 10-15 deliver primary care in 
the city on a private basis, and in addition, some 
are Salaried by the state and federal government. Both 
the state and federal government maintain clinics 
which are accessible to all residents. Mestizos and es- 
pecially ladinos are believed to be the most frequent 
users of the biomedical system; though in times in 
family or personal crises, Indians from outlying ham- 
lets, as well as urban dwellers, are known to frequent 
the medical clinics also. Formal advice and prescrip- 
tions offered by physicians are invariably imple- 
mented through visits to the pharmacies of the city. 

In summary, if one forms a continuum of ethnicity 
and “acculturation” stretching from the _ ladino 
through the mestizo to the indigena, individuals 
placed at the poles of this continuum will be oriented 
toward the biomedical and folk systems of care re- 
spectively. However, both systems of care may 


actually be utilized by persons of the three ethnic 
groups, and they are used simultaneously if the 
resources of the person and/or the family permit. A 
central aim of our study is in fact to compare how 
(under what conditions) members of the respective 
ethnic groups actually utilized the types of practi- 
tioners and the expenditures that are incurred in the 
process. 


METHODS OF PROCEDURE 


A survey method using closed and fixed items was 
combined with focused interviewing to collect infor- 
mation on naturally occurring illness episodes. A 
sample of families (N = 179) living in the city drawn 
equally from each of the three ethnic groups was 
obtained. This sample served as the panel that after 
initial contact was re-interviewed approximately every 
two months about pertinent illness-related happen- 
ings in the household. Interviews were conducted by 
an adult female housewife who had been trained for, 
and participated in, extensive anthropological field 
research [22]. Only female heads of household of the 
selected families served as interviewees, and reported 
illnesses and life-events for co-members of the house- 
hold. 

The goal was to obtain as nearly as possible a ran- 
domly selected sample of families representative of 
the three ethnic groups residing in the city. Logistical 
considerations made it difficult to define and enumer- 
ate this sampling frame. For example, no suitable 
map of the city exists and census figures are unreli- 
able. Earlier investigation had established that barrios 
(roughly equivalent to city districts, but said to be 
comprised of socially homogeneous residents) were 
important sociocultural as well as ecologic units in 
San Cristobal, and thus, representation of these units 
was deemed desirable. Since no map exists that por- 


. trays the structure and physical organization of these 


barrios, it became necessary to identify and describe 
these visually by inspection. The interviewer was 
given some discretion within limits to select a single 
household within a given street of a particular barrio. 
Any housing unit that was occupied at the following 
criteria were met: the family contacted was not tran- 
sient in the city; the family was personally not well 
known to the interviewer; attempts at eliciting co- 
operation for the initial interview indicated that she 
(the interviewer) would be welcomed for future inter- 
views; the family contacted did not live on the same 
block or street (whichever applied) as did any other 
family unit participating in the study. 

During the initial contact with a household, the 
interviewer acquainted herself personally through in- 
formal conversation with the female head of house- 
hold, learned about the structure and composition of 
the household, and inquired generally about the ill- 
ness related experiences of family members. She 
explained in very general terms the aim of the study 
which involved: (1) learning about the medical prob- 
lems and practices of the resident and her household 
members; and (2) returning in the future for follow-up 
visits. What will be termed the background—demo- 
graphic questionnaire was administered during this 
initial contact. This questionnaire was lengthy and 
inquired about a number of social characteristics of 


Illness episodes in a 


the household (e.g. number, age, and sex of family 
members, occupation or working members, length of 
residence in the city). 

A subsequent contact with the family (always 
through the female head of the household) took place 
on that same day or the subsequent one. This and 
all further interview contacts with a family concen- 
trated on experiences with actual occurrences of ill- 
ness. The interviewer initially inquired about any and 
all specific family hardships or crises that had (or had 
not) been recognized as occurring to the family during 
the preceding two months. The interview items 
tapped concepts drawn from a close review of the 
relevant literature on social stress [25]. In general, 
questions were directed to eliciting information upon 
such hardships as pregnancies, deaths, separations, 
economic hardships, or shifts of employment. This set 
of questions ended with an inquiry expected to deter- 
mine whether any member of the household had ex- 
perienced an illness during the two week interval pre- 
ceding the present contact. Any and all occurrences 
of illness reported by the female head to have affected 
household members was then given focus and exhaus- 
tively recorded [26]. 

In this paper we report the results of an analysis 
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of illness affecting the female head of household and 
we compare ladinos with indigena. 

All subsequent interview contacts with the family 
occurred after an approximately two month time in- 
terval. This and subsequent interview encounters fol- 
lowed the format of the second contact: elicitation 
of data about hardship episodes occurring during the 
preceding two months (i.e. since previous contact), fol- 
lowed by the recording of components of those occur- 
rences of illness that had affected any and all family 
members during the immediately preceding two 
weeks. Each family was interviewed either five or six 
times during a one year interval. The sampling and 
interview plan is shown in Fig. 3. The following items 
obtained on components of 
(1) estimation of sever- 


of information were 
actual occurrences of illness 
ity; (2) evaluation of emotional impact of illness on 
family; (3) biological manifestations or symptoms of 
illness; (4) behavioral changes associated with illness: 
the illness. The cate- 
The infor- 
household 


This is 


and (5) actions taken to treat 
gories of data collected are shown in Fig. | 


mation on each occurrence of illness of 
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an illness episode is coded by the interviewer. The 
illness occurrence depicted began approximately 
eleven days prior to the interview data and lasted 
five days. In the example we have constructed for 
illustrative purposes, the patient’s biological symp- 
toms suggest he had a mild illness and the family 
felt alternatively worried and shamed by the illness. 
The patient thus seemed to have what in Western 
medicine might be classified as a brief upper respira- 
tory infection. From a behavioral standpoint, he felt 
restless, complained of discomfort, ate less, slept a 
great deal, stayed home from work and was unable 
to pursue leisure activities. Despite these limitations, 
which presumably influenced the judgment of low 
severity (levels 1 and 2), he was able to meet a number 
of his usual role responsibilities. Empirical studies can 
determine which physiological symptoms and behav- 
ioral changes tend to be associated with gross inter- 
ferences in behaviors. The illness in question 
sxrompted the family on the second day to visit a 


role 


curandero and a physician at the cost of 20 and 45 
pesos respectively, and on day three to visit the drug- 
store and expend 100 pesos. 

In this paper we restrict our analysis to reperted 
heh 


CHUL 


accompaniments of illness because they 
of illness. We 


lord 

more direct 
are comparing housewives (rather than housewives vs 
for a 


ectly reflect the “social costs” 


because we can focus on “costs” 


This restriction was imposed to reduce 


husbands) 
single role 
ties associated with refining and character- 

liffering role structures of the families, expe- 

those stemming from different degrees of par- 

in the urban occupational structure by 

holding constant the social role 
and focusing on ethnicity, 
a powerful look at the way in which illness 
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reports, the contents of them, and the consequences 


that flow from participation in different interactional 


tile 


fields and ethnic groupings 


RESULTS 
Demographic characteristics 


[he sample reported on here consisted of 60 ladino 
and female households who 
reported 101 and 112 illness episodes respectively dur- 


65 indigena heads of 
ing the year in whiich they were interviewed as a 
part of our panel. The two groups did not differ stat- 
istically with regard to their age, marital status, or 
number of children: they were married, in the third 
decade of life. with an average of three 
They were, however, some prominent and 


or fourth 


children 
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statistically significant differences in the social charac- 
teristics of the two groups: ladino housewives showed 
a-higher level of education, longer period of residence 
in San Cristobal, higher economic status, and tended 
to live nearer the city center. The indigena groups 
had a much higher proportion of persons who had 
been born and reared in the rural hamlets or the 
various Maya townships. These differences, it should 
be observed, are consistent with the ethnic identity 
of the two groups. During the initial interview each 
housewife was asked to estimate the perceived level 
of health of the family which was graded on a four 
point scale. The groups did not differ in a statistical 
sense with respect to their answers to this question 
although a somewhat greater number of indigena 
reported having poor health. 

Stressors encountered since the previous interview 
(usually about two months) and illness episodes ex- 
perienced since that time were gathered and showed 
that although no head of household suffered more 
than once, ladino housewives reported illness in 37°, 
of the contacts with the household, indigena in 31% 
of the contacts. Although for both groups. about one 
third of the time finds the housewife sick, the correla- 
tion between a total stressor count and illness present 
or absent showed that only for ladinos was there a 
moderate association (+ 0.27). The general features of 
the illness episodes recorded showed that (Table 1) 
ladino housewives were more likely to visit a phys- 
ician or drugstore than indigena who were more likely 
to visit the curer. Ladinos reported longer illnesses 
and tended to revisit an agent during the course of 
an episode. When each reported day of illness was 


graded by severity by the housewife, the only sharp 


differences were among the lower severity levels, 
where /adinos reported a much larger number of days 
at level one, while indigena reported larger number 
of days at level two. Table 2 shows the average 
.duration of behavior symptoms which reflect func- 
tional impairment occurring during an illness episode. 
We calculated the average duration in days of the 
respective symptom during an episode of illness. The 
larger numbers in each cell denote average duration 
in days of the respective symptom during an average 
episode of illness. Both groups showed high figures, 
with ladinos in each case showing the higher figure. 
These figures obviously reflect the total length of ill- 
ness and are affected by the average duration of ill- 
ness which as we have seen is longer among ladinos. 
By dividing these figures by the average duration of 
illness in the group, one obtains a new variable, “units 
of behavior symptoms per illness”. The groups show 


Table 1. Characteristics of illness episodes 
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Table 2. Duration in days of behavior 
changes during illness 


Behavior symptoms 
Could not do Took 
household to 

chores 


Ladino 4.0* 0.33+ 
Indigena 3.7 0.35 


* Average days per illness episode 
+ Average days divided by average 
length of illness in that group. 
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the /adino or indigena, is spent in bed and the house- 
wife is unable to do her chores. This latter figure is 
shown on the right side of the cell in Table 3. 

The ethnic groups were further compared in terms 
of behavioral symptoms during illness days of speci- 
fied severity. Table 3 shows the proportion of days 
of illness of each severity level which were occupied 
or “taken up” by each of the two behavioral symp- 
toms. Both groups show increasing proportion of be- 
havior symptoms as the perceived level of severity 


similar figures: about 33°, of any illness, either in 


increases. 


DISCUSSION 


Some of the implications to these data for the epi- 
demiological study of health in developing nations 
might be indicated. It was shown above that the prob- 
ability of obtaining an illness report from a housewife 
during a given visit was roughly the same for both 
groups. The time frame (a year) of the interviews and 
the lack of seasonal variation suggests the utility of 
such studies for generalizations about the level of 
health of populations. Our focus has been compara- 
tive and selective, focusing for methodological reasons 
on only females of two ethnic groups, although other 
comparisons using controls are obviously possible 
and planned. Our data suggest that episodes lasts ap- 
proximately two weeks, or eight or nine episodes a 
year, a finding comparable with other studies [27] 
Since the study was cast within a frame of reference 
which is perhaps more sensitive to the range of per- 
ceived illness than the others, it is an interesting com- 
ment on the possible stability of illness rates in popu- 
lations. This is in spite of the fact that perceived health 
status did not correlate in either group with frequency 
of episodes. There is something less than a clear pre- 
dictive power in perceived illness state in such set- 
tings, which may be highly situational and subject 
to current state and feelings, but not future states. 
Among ladino women, we found that there was a 
strong association between frequency of stressors and 
illness episodes, but this was not found among the 
indigena. It may be that our measures were not sensi- 
tive to stressors in this group, although that is con- 
trary to our previous interview findings [28]. There 
is a variety of hypotheses to be explored, such as 
stressor missed characteristics of this group, or alter- 
native means of coping with stress such that they are 
not viewed in the same fashion, or that the kind of 
stress produced does not eventuate in illness among 


indigena. These interpretations require further investi- 
gation. 

Data show also that ladino females tend to have 
slightly longer illness, primarily a result of reporting 
a greater number of days of mild severity. Both 
groups showed a high measure of behavioral impair- 
ment during illness when this was measured in terms 
of average days (3.5 for indigena, 4.0 for ladino) of 
each illness involving significant behavioral impair- 
ment. Using the probability of illness during a louse- 
hold contact (Table 1), these behavioral impairment 
figures show that in a year the average ladino reports 
almost one third less behavioral interference, approxi- 
mately 38 days, than for the indigena where the corre- 
sponding figures is 28 days 

The results involving the treatment practices of the 
groups tended to conform to the expectations, with 
the indigena more likely to seek treatment from folk 
practitioners, and /adinos from physicians. Specifi- 
cally, during an episode of illness the /adino is more 
than three times as likely to visit a physician 
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versely, during any illness the indigena 

twice as likely to visit a curandero than 
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Table 3 


Proportion of days of illness severity 


pied by behavioral symptoms 


Ladino Indigena 
Took Could not 


do household { do household 


Days of Took Could not 
illness to 
chores 


severity bed chores 


Mildly ill 
Moderately ill 42.1 
Very ill 53.0 
Gravely ill 100 


18.4 


50 HoRACIO FABREGA JR and PETER K. MANNING 


concerning length, severity and behavioral interfer- 
ences due to illnesses which antedated the interview 
day by a number of days. Some random error is no 
doubt attributable to the attempt to intricately record 
such data. Finally, limitations in the data can be 
ascribed to the sampling method which was used, a 
scheme to a large extent produced by compromises 
required by ecologic and logistical problems. These 
problems are virtually always present in survey 
research, but are accentuated in developing and cul- 
turally heterogeneous settings. Nevertheless, it would 
appear that a holistic conception of disease can be 
translated into a methodologically sound approach 
employing empirical survey methods. The situational 
and shifting nature of perceived illness can be cap- 
tured by frequent reinterviewing and ethnic differ- 
ences and similarities, such as the differences in the 
relationships between stressors and illness and the 
heavy costs of illness impairments to both groups, 
can be traced out over longer periods by aggregation 
techniques 

Second, the impact of the Western system upon 
the folk system [30] is at least suggested by some 
of these findings, especially those on the reporting 
of illnesses and their severity by groups. It may be 
that as biomedical systems are introduced, and social- 
ization into their use is controlled by the dominant 


group (through schools, political education, benefits 


available to this class in the form of clinics), the toler- 
ance level for disease drops, and the number of days 
ill may increase. We have seen this in the case of 
the ladino women who report more illnesses which 
are less severe and shorter in duration. It is difficult 
to prove that this effect is produced in the way we 
have argued, but is is an hypothesis worthy of explor- 
ation. On the basis of substantive results, one might 
conclude that biologically based disease processes are 
more frequent and extract a heavier behavioral cost 
from ladinos, their greater use of scientific medical 
care notwithstanding. Underlying genetic predisposi- 
tions to disease might be inferred and/or the quality 
of care obtained might be raised as a factor. With 
regard to the latter issue, one might investigate the 
effects of excessive and injudicious use of scientific 
care by ladinos (including, for example, self-prescribed 
drugs purchased at pharmacies) and/or the greater 
value of combining folk and scientific care for com- 
mon recurring medical problems (by indigena). Yet, 
the different patterns of severity ratings during illness, 
and the behavioral changes which they produce, point 
to the influence of emotional—perceptual factors. Per- 
ceived illness is an obviously imperfect measure of 
biologic system functioning. The performance of work 
tasks and restriction to bed are “actions” which are 
obviously influenced both by level of physiologic func- 
tioning and behavioral dispositions which stem from 
psychosocial factors. Because both classes of variables 
were not assessed simultaneously, one cannot estab- 
lish definitively which one was operative or played 
the more important role. Clues regarding these 
matters should be forthcoming when analyses focus 
on the way clusters of physiological symptoms corre- 
late with behavioral constraints. Thirdly, although we 
have presented some data on treatment options and 
costs, we have not addressed ourselves to questions 
of efficacy, e.g. which system, the folk or the Western 


biomedical, provides the more effective care [31]. 
There are several reasons for this. They revolve prin- 
cipally around the fact that notions of efficacy, effe- 
ciency, cost—benefits, and the like, can only be con- 
sidered when one possesses comparable units of 
measurement, and when theories within which con- 
cepts to be measured, e.g. “cure”, “well”, “health”, and 
“sick”, are equivalent across the groups studied. In 
this case, we can speak confidently of the reported 
empirical facts concerning number of days ill, severity, 
costs of treatment, locus of treatment, but are hesitant 
to speculate about the nature and kind of judgments 
which are made about the meanings and significance 
of the outcomes of these behavioral sequences. Since 
each of these episodes is viewed and conceptualized 
as “self-contained”, even though it may have been a 
part of an on-going illness chain or cycle, it would 
be difficult to ascertain the long-term patterns associ- 
ated with, for example. a chronic illness. We could, 
perhaps, address the issue of sequential conditionali- 
zation of help-seeking, looking for the contribution 
of various variables, such as sex, ethnicity, and illness 
severity, to the treatments sought. It is our conten- 
tion, subject to further analysis, that studies of the 
behavioral consequences of perceived illness, taking 
into account the components involved in such percep- 
tions, are more fruitful at this stage than studies of 
the impact or efficacy of treatment. This position is 
made stronger by consideration of the heretofore un- 
satisfactory attemps to assess the effect of treatment 
in the biomedical framework for illness involving psy- 


chosocial aspects. 
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Such a view of disease is consistent in outline with 
the view of contemporary theoreticians of Western bio- 
medicine, e.g. the Cornell and Rochester group of in- 
vestigators, such as Engell and Wolfe. They have arti- 
culated what has come to be called the unified or sys- 
tems view of disease. In their view. persons are de 
scribed as framed by (or composed of) open. hierarchic 
and interconnected “systems”. Typical examples of 
such systems include the molecular, chemical, physio- 
logical, psychological. Among the systems also are 
social systems in which the individual participates (e.g 
family, religious, social class, etc.). By such concepts 
systems theorists encompass transactions and social 
processes occurring “outside” the person. Because of 
the posited interconnection and_ interdependence 
between systems, change in any one system brings 
about modifications in other systems. To be sure, these 
researchers have been guided predominantly by Wes- 
tern biological science. To them, disease involves a dis- 
articulation, imbalance or dysfunction in any and/or 
all of the many systems that are descriptive of the per 
son. However, the entity described ultimately rests on 
biological norms of competence. Nevertheless, to the 


extent that disease is seen as importantly related to 
social and cultural factors, then to that extent the per- 
spective is highly consistent with the one adopted here. 
Occurrences of illness may have a purely biological 
basis: in many instances, however. psychosocial factors 
play an important causal role. Such occurrences are 
by definition dysfunctional and disabling to the actor 
and his family, and may occasion culturally standard- 
ized actions aimed at their correction and/or control 
Several factors influence how actors cope with occur- 
rences of illness. Among these factors are the definition 
of, and perceived intensity or seriousness of, the occur- 
rence, the economic resources of the actor which need 
to be seen in conjunction with the prevailing prices 
and costs of treatment, and lastly, the general beliefs 
and orientations of the actor regarding illness 


General descriptions of the cultu geography and 
economics of the region are found in Colby and Van 
den Berghe, 1961; Vogt, 1969: Fabrega and Silver 
1973: and 
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Abstract 


As part of a long-term study of Navajo Indian health beliefs and practices, a survey was 


undertaken to identify all persons suffering seizures of a generalized type. Traditional beliefs hold 
that victims have transgressed moral norms and are then sanctioned by illness of which seizures are 
a sign. The records of these socially disvalued patients were examined, and follow-up visits undertaken. 
The short life expectancy of these patients is attributed to the disdain and lack of social support 


characteristic of their lives. 


Indigenous treatment had varying results, sometimes contributing to short-term remission, at other 
times exacerbating the condition. Moreover, given the fact that traditional healers attribute negative 


social attributes to persons suffering generalized seizures, these practitioners cannot be recommended 
for treatment of this kind of problem. Instead, acculturated Navajo who are trained as mental health 


workers are the healer of choice 


INTRODUCTION 


The idea that society may define even the most start- 
ling mental aberrations as either pathological or nor- 
mal, almost at will, has intrigued anthropologists for 
at least half a century. Ruth Benedict believed that 
not only such transient and relatively non-debilitating 
signs as trance and catelepsy, but also seizures and 
long periods of violent insanity were honored in many 
societies [2]. More recently, Silverman [3] has sug- 
gested that the only significant difference between 
acute schizophrenics and shamans is in the degree 
to which the culture accepts and provides a social 
role for the individual displaying the signs and symp- 
toms of schizophrenia. That curing shamans who 
achieve their status through a personal, mystical ex- 
perience involving direct communication with super- 
natural beings, and by exhibiting psychotic-like be- 
haviors may, in fact, be compensated or cured psy- 


chotics had already been suggested by a number of 


investigators [4]. These investigators believed, how- 
ever, that the shaman was not as insane as other indi- 
viduals in the same society. In effect, the shaman 
might be psychotic but not so deranged that he could 
not maintain a grasp on reality sufficient to perform 
the healing function demanded of him. Linton [5] felt 
that the shaman was more likely to be hysterical than 
psychotic. Silverman goes beyond this position, main- 
taining that the very act of becoming a shaman is 
a therapeutic process which cures the psychotic. Thus, 
a set of psychotic behaviors can be labelled as normal 
or even valued; a socially productive role can be pro- 
vided for individuals displaying these behaviors; and 
the adoption of the role is itself a cure. 


* See Reference |. 


Over the years, psychological anthropologists have 
formulated a number of ideas similar to the one just 
mentioned. Ruth Benedict was more concerned with 
the effects of labelling various behaviors as normal 
or deviant than with the genesis of deviance or psy- 
chopathology itself. In her view, human tempera- 
ments are fairly constant in the world. It is “as if 
in every society a roughly similar distribution were 
potentially available, and as if the culture selected 
from these according to its traditional patterns and 
moulded the vast majority of individuals into confor- 
mity. Trance experience, for example, ...is a potentia- 
lity of a certain number of individuals in any popula- 
tion” [6]. Many anthropologists, however, have main- 
tained that the psychoses, as well as neuroses and 
social deviance, are environmentally determined. In 
consequence, some societies will more 
choses than others and may even create culturally 
specific psychotic symptoms. Windigo, for instance, 
has_ been “clearly psy- 
chosis” [7]. 

What these ideas have in common is the premise 
that most psychic variables are culturally determined. 
All too often, these ideas have been phrased as asser- 
tions until, with time, they have come to be accepted 
as truth [8]. Increasingly, however, investigators have 
adopted a more cautious position. The dearth of well 
observed data, inadequate research methods, and the 
difficulties involved in making adequate diagnoses in 
preliterate societies have been discussed in some 
detail[9] and, in recent years, more refined and 
sophisticated research has attempted to test earlier 
notions [10]. 

The present discussion addresses two questions 
concerning the social roles open to individuals dis- 
playing the appropriate deviant behaviors. The social 
and medical consequences of positive valuation of 


create psy- 


described as a localized 
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deviant behaviors will be contrasted with those of 
negative valuation. The materials presented comprise 
part of a larger study of Navajo seizure disorders con- 
ducted by the authors between 1964 and 1975 on the 
Navajo reservation in Arizona. Before proceeding to 
a discussion of the research, a brief statement of the 
questions posed is in order. 

First, following Wallace [11], we will postulate that 
many mental disorders are so debilitating that the 
individual will not be able to fulfill the valued cultural 
role made available to him unless. of course, the indi- 
genous healing system is able to cure or alleviate the 
symptoms. We will seek to determine whether indivi- 
duals displaying the symptoms deemed appropriate 
by the native society and independently diagnosed as 
psychotic or neurotic by modern medical practi- 
tioners do, in fact, perform successfully in the positive 
role 

Secondly, we will examine individuals who, again 
by virtue of the exhibition of appropriate signs and 
symptoms, are disvalued by the society. We will ask 
whether either native healing practices or modern 
medical treatments alleviate symptoms sufficiently for 
these deviants to escape the negative role assigned 
them 

The major types of seizures associated with epilepsy 
are given a prominent position in Navajo disease 
theory. Comas, faints, spells of irrational behavior, 
and seizures are thought by the Navajo to be the 
final stages of many illnesses. In addition, however, 
the various types of epileptic convulsions are well de- 
scribed in Navajo myths and each is thought to be 
caused by a specific etiologic agent 

The gift of “handtrembling”, a prevalent mode of 
diagnosing illness, locating lost objects and identify- 
ing witches, along with its disease form, the uncon- 
trolled trembling of one arm, looks very much like 
a unilateral epileptic seizure, the onset of a focal epi- 
leptic seizure, or an hysterical episode. An individual 
who displays unilateral trembling, especially of the 
arm, is thought to have been possessed by the spirit 
of the Gila monster and to be gifted with powers 
of divination. If the appropriate ceremony which 
makes the individual into a “hand trembler” is not 
performed the seizures will become uncontrolled and 
debilitating and are then defined as an affliction 
rather than as a gift. The role of hand trembler is 
valued, specified symptoms are a prerequisite, and a 
prescribed ritual is both initiation and cure. 

Symptoms very much like those of a psychomotor 
seizure are said to be the result of sexual or “frenzy” 
witchcraft. The essential qualities of the epileptic psy- 
chomotor seizure are an alteration of consciousness 
and various simple as well as complex, purposeful. 
automatic behaviors. Paroxysms among some 
patients can involve psychotic behavior or hallucina- 
tions and illusory perceptions of the various sensory 
systems. The Navajo believe that young women are 
the special victims as they are the targets of men with 
witchcraft powers who seek to seduce them. The vic- 
tim, in a typical description, utters a brief cry, runs 
about aimlessly or in circles and is likely to sink into 
unconsciousness or to tear off her clothing and disap- 
pear into the night where her seducer confidently 
awaits her arrival. A specific healing ceremony is pre- 
scribed and the malady is thought to be relatively 
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transient. The hysterical female and even the mal- 
ingerer with sexual problems would find ample room 
for acting out behavior and reward without blame 
in this syndrome and its ritual cure which involves 
the use of datura, an hallucinogen. 

Sibling incest is said to produce the symptoms of 
the grand mal, or generalized epileptic seizure. The 
transgressor of this tabu, like the moth from which 
the disease takes its name, twists and convulses and. 
in so doing, is likely to fall into the fire. The epileptic 
suffering from these seizures would, logically, be stig- 
matized. It would seem unlikely that hysterics have 
much to gain by emulating these seizures if conver- 
sion reactions are, in fact, completely psychogenic. 
This Navajo disease entity, “moth sickness”, provides 
us with a clearly negative role. The healing ceremony 
“Moth Way” is one of the most dangerous and 
powerful of all Navajo healing ceremonies. Its practi- 
tioners are suspected of being witches, for good men 
would fear to become intimate with such dangerous 
powers. On the other hand, early detection and treat- 
ment with modern drug therapy should enable the 
epileptic to control his seizures and so escape the 
effects of negative labelling by the community 

Focusing attention upon symptoms such as seizures 
rather than on either western or Navajo diagnostic 
two advantages. Seizures can be 
the epilepsies, Korsakoff’s psy- 
or psycho- 


categories has 
organic in origin 
chosis and alcoholic withdrawal seizures 
genic in nature—the hysterical seizure, or conversion 
reaction. The epilepsies persist despite any set of cul- 
tural definitions. One may simply ask whether this 
startling and debilitating disease can, by cultural fiat. 
be considered normal. Do epileptic patients, in 
essence. with unilateral motor seizures, become func- 
tioning hand tremblers by virtue of the existence of 
the specified symptoms alone? Hysterical seizures. by 
contrast, are known to be largely influenced by cul- 
tural factors. One would expect to find hysterical indi- 
viduals emulating seizure symptoms in order to 
become hand tremblers or to act out sexual anxieties 
in a socially acceptable manner. Moreover, it is rela- 
tively easy to differentiate between epileptic and hys- 
terical seizures which are recognizable by the layman 
and medical specialist alike, whereas schizophrenia or 
psychotic depression are difficult to diagnose, and fre- 
quently doctors cannot reach agreement on their 
diagnoses. Starting with Navajo diagnostic categories 
would involve the examination of large numbers of 
symptom-free individuals as well as individuals with 
a variety of symptoms unrelated to mental phenom- 
ena. Although a study of Navajo diagnostic practices 
is a valuable undertaking in its own right it would 
not, in our opinion, get at the questions we posed 
as quickly as a study of seizures. 

Although the research was conducted on _ the 
Navajo reservation because the authors had prior ex- 
periences with the tribe and were located there, the 
area offers some unique opportunities for cross-cul- 
tural medical research. Despite a century of domina- 
tion by the United States, relative isolation has 
worked to preserve a considerable portion of Navajo 
health culture. At the same time, sustained ethno- 
graphic research, increasingly adequate demographic 
knowledge, and 10 years of extensive modern health 
services made survey and other forms of medical 
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research: feasible in 1964 when this study was in- 
itiated. The population of the tribe in 1964 was ap- 
proximately 100,000, large enough to yield adequate 
samples of such low frequency occurrences as epilepsy 
and hysteria. The research, with limited funding and 
time available for the initial field survey, was not able 
to include a sophisticated, large scale, epidemiological 
survey like those undertaken, for example, by the 
Leightons in Canada and Africa [12]. It was, how- 
ever, possible to select a study sample from hospital 
admission records and to check its reliability by the 
use of a field survey; to have interdisciplinary teams 
interview subjects and their families in their homes; 
to review the adequacy of diagnoses with local medi- 
cal personnel of the Indian Health Service, USPHS. 

The initial research was conducted in the summer 
of 1964. 


(1) All inpatient diagnoses of organically based sei- 
zures—the epilepsies, Korsakoff’s syndrome, alcoholic 


withdrawal seizures, etc—and hysterical pseudo- 


seizures recorded for a 2.5 yr period in two areas of 


the reservation were tabulated (N = 69). The field 
sample only included patients aged six and above 
Of the original 69 individuals 14 were dropped 
because of errors in the diagnostic code, another 8 
were epileptics under six years of age and were 
feeble-minded and committed to an institution. The 
field sample consisted of 40 individuals, 21 of whom 
lived in the western and 19 in the eastern portion 
of the reservation. 

(2) Local medical staffs in the hospitals serving the 
two areas reviewed the medical records of all the sub- 


jects in the sample to determine the adequacy of the 


diagnoses. 

(3) In contacting subjects in the field sample low 
priority was given to Korsakoff’s psychosis, alcoholic 
withdrawal seizures, and cases of clear epilepsy in 
children between the ages of 7 and 15. 

(4) A field interview was administered 
attempted to reconstruct the life history, a description 
of symptoms, and a history of Navajo diagnoses and 
treatments. 

(5) All subjects were placed into one of three major 
diagnostic categories: epileptic seizures only (includ- 
ing other organically based seizures), mixed epilepsy 
and hysterical seizures, hysterical seizures only. 

(6) A field survey in one community of the western 
area was conducted to determine the number of epi- 
leptic patients not identified by our sampling method. 
We estimated that our method identified 90°, of all 
epileptics. Those not identified by our method were, 
nevertheless, known to medical authorities either 
because they had been diagnosed in off-reservation 
hospitals or because they had been diagnosed prior 
to the 2.5 yr period included in our record review. 

(7) A field survey in the same community sought 
to identify all known instances of sibling incest to 
determine whether such cases did, in fact, involve seiz- 
ures as the Navajos believe. 

(8) Two populations in the western area had been 
studied previously by Levy and Parker between 1959 
and 1964. These were typical populations of two 
types. One was traditional, rural, and pastoral. The 
other was more acculturated, lived near a government 
compound, and relied upon wage work or social wel- 


which 


fare for support. Data had already been gathered con- 
cerning their health status and hospital use patterns 
which indicated that their respective health profiles 
approximated those of the tribe as a whole. Navajo 
ceremonial treatments had been monitored for the 
same five-year period. The ceremonial profile of these 
populations was compared with the ceremonial treat- 
ments given the seizure patients to see whether they 
differed in any significant way. 

(9) Between 1964 and 1975, Parker was able to 
maintain contact with most of the hysteria cases in 
the western sample. During the summers of 1966 and 
1975, Levy and Parker reviewed the medical records 
of all subjects in the western sample and reinter- 
viewed all hysteria subjects who had not been visited 
by Parker during the preceding year. 


In the discussion which follows no attempt will be 
made to describe all of the findings which are to be 
published elsewhere in monograph form. Instead, 
only those findings immediately relevant to the ques- 
tions posed in this paper will be dealt with 


EPILEPTICS AND HYSTERICS 


Nineteen patients in the field sample had epileptic 
and other organically based seizures only. Ten epilep- 
tics had hysterical seizures in addition to their organi- 
cally based ones. Eleven patients had hysterical seiz- 
ures only. The high proportion of patients with both 
types of seizures may be due, in part, to the fact that 
several cases were very difficult to diagnose accu- 
rately. Nevertheless, after following these 10 patients 
for 10 yr, 
in error. It is then likely that most, if not all, of the 
patients in this mixed diagnostic category did have 


both hysterical pseudo-seizures and true epileptic 


t 


none of our diagnoses were found to be 


ones 

Twenty-five, or 86%, of all epileptic patients had 
generalized seizures (Table 1). One of these had psy- 
chomotor seizures in addition to generalized seizures. 
Four patients had focal epileptic seizures. There were 
no cases of epileptic unilateral motor seizures. The 
focal seizures, however, were unilateral at onset then 
rapidly became generalized. Most cases were chronic 
and had ages of onset either in childhood or during 
adolescence. 

Cases in the mixed diagnostic category tended to 
have hysterical seizures of the same type as their epi- 
leptic seizures or to have hysterical episodes which 
emulated psychomotor seizures. Only the epileptics 
with focal epileptic seizures (2) had hysterical seizures 
with unilateral trembling. 

The hysterical seizures were almost equally distri- 
buted between the three major seizure types. Three 
patients exhibited generalized seizures only. One com- 
bined generalized with psychomotor episodes. Three 
patients had psychomotor episodes only, while two 
combined psychomotor seizures with bouts of unila- 
teral trembling. Two patients had unilateral trembling 
only. Although we have attempted to class the hys- 
terical seizures in terms of the principle epileptic seiz- 
ure types. it should be emphasized that such seizures 
are not identical to epileptic seizures and only resem- 
ble them in a most general way. 

Hysterical patients tended not to have chronic 
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Table 1. Seizure patients by diagnostic category and seizure type 


Epileptic 
Diagnostic Category 


Epileptic 


| 
| 
| 


Generalized Psychomotor , Focal 


Seizures 
Only (N=19) 


ae 


a 


Seizures 
| Hysteric 
Generalized Psychomotor 


| 
| | 
| | 


le) 


Focal 


—+—— 


Mixed Seizures 
(N=10) 


— 
— a 


aids) 
a; 
=, 


3. Histeric 


Seizures 
Only (N=I1) 


symptoms. Often seizures occurred only during 
periods of crisis. The onset of symptoms for several 
patients was during the adolescent years while for 
others it occurred during their married lives. 

In most respects the symptoms and life histories 
were not unusual. Ten of the eleven hysterical patients 
were women, as one might expect, while epileptic 
patients were equally divided between the sexes. 
There were, however, some unusual findings worthy 
of mention. None of the epileptic patients were over 
age 50 and far fewer than expected were over age 
40. This, we thought in 1964, was probably due to 
the fact that adequate treatment had not been avail- 
able on the reservation until after 1955, so that a 
higher than expected proportion of patients might die 
in status epilepticus or from seizure related accidents. 
Ten of the eleven hysterical patients were from the 
western reservation and we have not been able to 
explain this significant deviation from the expected. 
The third unexpected finding was that none of the 
hysterical patients who reported unilateral trembling 
actually had these symptoms when the episode was 
observed or upon close questioning. If the symptoms 
of hysterical seizures are largely culturally deter- 
mined, we would expect some Navajo hysterics to 
display the unilateral trembling which is a prerequi- 
site for becoming a hand trembler. Instead we found 
that these hysterical episodes began as bilateral trem- 
bling or shaking which were then reported by the 
patient as unilateral. Dr. Robert Bergman, a psychia- 
trist with the Indian Health Service, was able to con- 


firm this observation. On two occasions, patients who 
presented themselves to him complaining of uncon- 
trolled shaking in one arm were observed to be hold- 
ing the afflicted extremity with the supposedly normal 
hand. When asked to let the shaking arm go, both 
arms were observed to tremble or shake simul- 
taneously. Subsequently, Levy was able to observe 
several similar episodes which occurred during peyote 
ceremonies. In all instances one hand was used to 
hold the shaking arm. The implications this may have 
for the ultimate etiology of conversion reactions can- 
not be discussed here. The role of the cultural variable 
in this instance, however, relates to the manner of 
labelling and presenting the sign rather than to the 
formation of the sign itself. 

Individuals suffering from epilepsy present a prob- 
lem to their families and to the community due to 


‘the severity of the convulsions and the chronicity of 


the illness. It was not surprising to find that Navajo 
epileptics, like their counterparts in other societies 
and in the general population, frequently exhibited 
severe behavioral disorders. Despite the fact that the 
families of the patients often averred that they were 
not troubled by community attitudes, we noticed a 
tendency for the more wealthy, traditional families 
to keep the epileptic patient isolated. One male and 
two female epileptics over age 17 had been isolated 
from the community. In none of these cases did we 
find drinking, illegitimate births, violence, or rape. 
Epileptics are more prone to have social problems 
than are hysterics (Table 2). Navajo males, in general, 


Life careers of Navajo epileptics and convulsive hysterics 


Table 2. Social problems of epileptic and hysteria patients at time of survey (1964) 


Problem 


Hysteric 
females 


Epileptic 
females 


Hysteric 
males 


Epileptic 


males 


Alcohol 
Alcohol and violence 
Alcohol. violence and incest 
Violence 
Promiscuity and alcohol 
Promiscuity, alcohol and violence 
Promiscuity, alcohol and incest 
Promiscuity, alcohol, illegitimacy 
and incest 
Promiscuity and rape 
Rape and illegitimacy 
Suicide attempt 
No problem 
No information 
Under 17 years 
Total 


Table 3. Social problems of female epileptics and hysterics 
age 17 and over 


Problems 


No problems 


Epileptic females 
Hysteric females 
Fisher’s exact test: P = 0.01 
Note: “social problems” includes all problems listed in 


Table 2. 


are prone to have problems associated with the use 
of alcohol. Seventy-five percent of a sample of rural 
western Navajo males studied by [13] exhibited 
drinking behaviors associated with alcoholism in the 
general population. Ten of the eleven male epileptics 
over age 17 had histories of drinking, but as we were 
not able to measure their behaviors in any meaningful 
way, it is quite possible that they do not differ much 
from other Navajo males. 

Significantly fewer epileptic females than hysteric 
females have no social problems (Table 3). Thus, re- 
gardless of the prevalence of similar problems among 
Navajo females generally, epileptic and _hysteric 
females are considerably different from each other. 
At the same time, however, we must recognize that 
the involvement of the women patients with alcohol 
may not be exceptional, that promiscuity is common 
among Navajos, and that most of the violence may 
be a function of the seizure disorder itself. When we 
omit these problems and consider only incest, rape, 
and illegitimate children, we still find significant 
differences between epileptic and hysteric females 
(Table 4). It is our impression that the epileptic 
women’s sexual problems are due to social labelling 
and are not the normal expectation for Navajo 
females. The relatively trouble-free lives of the iso- 
lated patients seem to confirm this impression. 

Exploitation of the vulnerable and the use of isola- 
tion to protect against this exploitation is the norm 
for handicapped people in traditional Navajo society 
and indicates strong disvaluing of the handicapped 
by the community generally. One of the hysteria 
patients had a cleft palate and was isolated by the 


family. Field health personnel persuaded the parents 
to allow their daughter to attend an off-reservation 
school while undergoing a series of operations. The 
child suffered so much ridicule from her schoolmates 
that she refused to return after vacations upon three 
occasions and finally had several hysterical seizures. 
An example of exploitation is provided by a female 
epileptic patient, orphaned in childhood, who had 
been reared by her maternal relatives. Her normal 
siblings fared well under this arrangement and have 
married and raised children of their own. The patient, 
however, was used as a servant and, after puberty, 
was forced to prostitute herself. Currently, she is 
living with an aged and blind kinsman in isolation 
from even the nearest neighbors. In addition to her 
seizures she has numerous hysterical and psycho- 
somatic symptoms. 

The subsequent careers of the epileptic and hysteri- 
cal patients continued to differ over the following 10 
years. Only the patients living in the western portion 
of the reservation were followed between 1964 and 
1975. This area included 11 of the 29 patients with 
epilepsy and 10 of the 11 patients with purely hysteri- 
cal seizures. 

Four of the 11 epileptics had died, all from un- 
natural causes. The only male to die had been suicidal 
since the age of 16. His mother and maternal aunt 
refused, for several years, to let him go away to 
school. He took his medications erratically and had 
continuous seizures. He ran away from home three 
times and had frequent temper tantrums. He also 
attempted suicide by taking an overdose of Dilantin 
and phenobarbitol. After being found in a disoriented 
state in an off-reservation city, his family acquiesced 


Table 4. Incest, rape and illegitimate births among female 
epileptics and hysterics age 17 and over 


Incest, rape or illegitimate birth 
Absent Present 

Epileptic females 6 4 

Hysteric females 10 0 


Fisher’s exact test: P = 0.04. 
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and allowed him to go to a special school in another 
state. While at school he was found unconscious and 
subsequently died from concussion at age 19. 
Whether his death was due to trauma suffered during 
a seizure or to suicide was never determined. This 
case is of interest because it is illustrative of the severe 
difficulties encountered by even the younger, more 
educated epileptics who were diagnosed early, at age 
11 in this instance, and who were placed upon medi- 
cation at the onset of the seizure disorder. Prior to 
adolescence this patient’s seizures had been well con- 
trolled by medication. 

Two female epileptics were found dead after drink- 
ing. one frozen to death and the other from causes 
never determined. Both had histories of drinking and 
promiscuous behavior. Both had also been diagnosed 
as psychotic. Both were from poor families who did 
not take care of them and both had committed incest. 
Neither of them had taken medication consistently 
and suffered seizures throughout their lives. One died 
at age 30, the other at age 52. 

Another female died at age 31. She took her medi- 
cations regularly and although she was never seizure 
free she seemed to do fairly well until she was found 
dead at some distance from her home where she had 
been herding sheep. The cause of death was never 
determined 

Che frequent occurrence of premature death under 
unusual circumstances suggests that the absence of 
older epileptics from the total field sample in 1964 
might not be due to the unavailability of medications 
alone 

Of the remaining seven epileptic patients all but 
two continue to lead difficult lives. One male manages 
to take his medications regularly enough to keep his 
seizures under control. He drinks heavily, however, 
and leads a disordered life. The only male epileptic 
known to have committed incest is now seizure free 
on medication except when under stress. He has mar- 
ried and has had four children but is unable to sup- 
port his family. His wife receives aid to dependent 
children and he receives general assistance. Originally 


Table 5 


Moth Way 


Seizures substitutes 


Generalized and 

psychomotor 
2. Mixed types 

Generalized epileptic and 
generalized hysteric 

Generalized epileptic and 
generalized psychomotor 
and focal hysteric 

Generalized epileptic and 
psychomotor hysteric 

Focal epileptic and 
focal or psychomotor 
hysteric 


iw 


Ww 


Total 


Navajo treatments given epileptic patients by type of seizures 


Frenzy Witchcraft and 
Moth Way substitutes 


placed in the mixed diagnostic category he continues 
to be seen by mental health personnel and receives 
medication for his personality disorder and psycho- 
somatic complaints. Three females with both epileptic 
and hysterical seizures continue to have seizures and 
to lead troubled and unhappy lives. The two who 
were married have both lost their husbands and one 
has become promiscuous and a heavy drinker. 

Only two epileptics seem to be leading normal 
lives. One, a young woman, was put on medication 
by the time she was six years old after suffering from 
febrile seizures between three and four. Her 
mother was a hospital employee so medical care was 
consistent. She was seizure free from age 8 to age 
14 after which time she took her medications errati- 
cally. When she was 16 she utilized her seizures to 
express conflicts with her mother. During a several 
month period she refused to take medications. Since 
age 17, however, she has been seizure free. This 
patient has only displayed epileptic symptoms and 
aside from adoiescent turmoil has had no psychiatric 
problems. The other well-adjusted patient is a male 
who has had seizures since age three. He was seizure 
free as long as his medications were administered 
regularly. This was the case in school but his tradi- 
tional parents did not supervise him well at home. 
At age 14, he suffered a concussion during a seizure. 
Since that time both he and his parents have taken 
great care to administer medications properly. He is 
currently 26 years of age and has been seizure free 
for the past 12 years. The parents have a very warm 
and close relationship with the patient who remains 
unmarried, relatively isolated, and is, perhaps, slightly 
retarded. 

Only one of the ten hysteria patients died and that 
was from old age. Four have been symptom free for 
many years and lead normal lives. Four continue to 
have problems but their seizure symptoms have dis- 
appeared and they report, instead, visual disturbances 
or persistent psychosomatic complaints. Only one of 
the ten continues to have hysterical seizures along 
with some new symptoms such as globus hystericus. 


ages 


Hand 


trembling No 
way Other information Total 


l l 
l l 
l + 
:) 5) 
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HAND TREMBLING AND UNILATERAL SEIZURES 


Nine patients in the field sample had either focal 
epileptic seizures or hysterical unilateral seizures 
(Tables 1, 5 and 6). Of these only two were ever diag- 
nosed as suffering from uncontrollable hand trem- 
bling. Neither of these patients were epileptics. Both 
became hand tremblers but their symptoms persisted. 
One, an old Paiute lady, continued to have uncon- 
trollable episodes of hand trembling as well as many 
hysterical episodes of strange behavior which 
resembled psychomotor seizures. Despite the adop- 
tion of the role she remained a sick individual and 
was utilized only infrequently in her capacity as hand 
trembler. The second woman also attempted to 
become a diagnostician but was unable to do so due 
to the severity of her symptoms which included psy- 
chotic-like episodes. In 1964, we concluded that few 
individuals displaying the appropriate signs were 
selected to fill the role of hand trembler: that those 
few who were chosen were hysterics rather than epi- 
leptics and that even they were too incapacitated to 
perform the role adequately if at all. Nevertheless, 
those patients who did have the hand trembling cere- 
mony also exhibited the appropriate signs. The ques- 
tion remained whether a large survey of practicing 
hand tremblers would reveal an unusually high pro- 
portion of hysterical personalities, those who, in Ruth 
Benedict’s view, had the constitutional potential to 
produce the required behaviors. We also noted the 
fact that neither the epileptic focal seizures nor the 
hysterical hand trembling seizures were truly unila- 
teral. The former were only briefly unilateral at the 
onset but spread rapidly to all extremities. The latter 
were. on close observation or careful questioning, 
seen to be episodes of bilateral trembling. 

During the subsequent 11 years one of the two 
patients died of old age and the other abstained from 
hand trembling entirely. Another patient, however, 
one who had only displayed psychomotor-like hys- 
terical seizures, did become a diagnostician. The his- 
tories of these two patients are of some interest 
because they reveal the process by which a great 


many diagnosticians are actually selected by society 


Mildred had been bothered by hand trembling 
attacks intermittently during childhood. She married 
at age 16 (1952), had three children and appeared 
happy. Her husband drank frequently. In 1959, at age 
23, she became a recognized hand trembler. For three 
days prior to the ceremony she was in a continuous 
state of uncontrolled trembling. In 1960, her husband 
left her and, a few months later, she gave birth to 
a baby with hydrocephalus which soon died. Shortly 


Table 6 


Moth Way 
Seizures substitutes 


Generalized 
Generalized and psychomotor 
Psychomotor 
Psychomotor and focal 
Focal 
Total 


Navajo treatments given hysteric 


thereafter she suffered from a variety of psychosoma- 
tic complaints, anxiety and some alarming bouts of 
altered behavior during which she saw battle scenes 
and identifiable Navajo males who attempted to kill 
her. A series of ceremonies were ineffectual and after 
attempting to shoot a man who, she was convinced, 
was going to kill her, she began to have spells of 
sitting motionless for long periods of time. At this 


juncture, in January, 1961, she was hospitalized. Dur- 


ing her hospitalization she was paranoid and assumed 
catatonic positions upon several occasions. She was 
discharged after a few weeks with a diagnosis of cata- 
tonic schizophrenia. 

Between the time of her return from the hospital 
and 1963, Mildred began drinking and then to attend 
peyote meetings to help restructure her life. During 
1963, she had several episodes of catatonic-like behav- 
ior and was rehospitalized. Levy and Parker were 
able to establish that these episodes occurred during 
peyote meetings and were precipitated by ingestion 
of the drug. It also turned out that the initial episode 
had after a Frenzy Witchcraft ceremony 
during which she had ingested datura. During the 


occurred 


second hospitalization no evidence of psychosis was 
found 

During the year of our study, Mildred was once 
again doing hand trembling and was also curing by 
the sucking method, another shamanistic practice. 
Psychotic had recurred but she did not 
attend peyote mectings. Dr. David Gutman, a psycho- 
logist, and Dr. Robert Bergman, a psychiatrist, inter- 
viewed her subsequently. Neither found evidence of 
psychosis. By 1966, Bergman was impressed with her 
normal status and noted that she attributed her im- 


episodes 


provement to a ceremony during which she ingested 
datura with no untoward effects. This ceremony had 
been performed after a particularly intense paranoid 
episode during which she was convinced that witches 
were trying to destroy her second marriage 

Mildred was contacted again in 1975 by Levy and 
Parker. Her second marriage had stabilized and she 
had given birth to children. She has three 


children by the first marriage and five by the second: 


several 


all are well and healthy. She appeared well nourished 
and relaxed, spoke fluently and described her life and 
symptoms with appropriate detail. She appeared out- 
going and affectionate with two of her young children 
She and 
her husband had moved away from her family and 
were living in a new home with a modern kitchen. 
The house and surroundings were pleasant and well 


who were present throughout the interview 


cared for 


By her own account, she and her husband joined 


f 


patients by type of 


Hand 


Frenzy Witchcraft and trembling No 
hand trembling way way 


Other information 
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the peyote church. It has helped her husband stop 
drinking and she has suffered no ill effects from the 
peyote. She now refuses to do hand trembling for 
anyone. For a while after her recovery in the late 
60s she would perform hand trembling occasionally 
because her parents pressured her to do so. But in- 
variably she would suffer “spells” afterwards. These 
of dizziness, occasional blackouts and 
severe lassitude so that she could not get up from 
the bed. The condition lasted from one to two days. 
Mildred felt that hand trembling only made her con- 
dition worse and that her parents should never have 
persisted in their efforts to make her into a diagnosti- 
cian. 

Before proceeding to an examination of Mildred’s 
family and the reasons for her having been selected 
to become a hand trembler, it is appropriate 
to describe the case of her cousin, Elsie, who 
became a hand trembler after the survey was com- 
pleted. 

Elsie was born in 1931 and was 33 years old when 
interviewed in 1964. Elsie had married young and had 
her first child at about age 15. When she was 23 both 
parents died within a year of each other. Five years 
later, in 1959, while hospitalized for tuberculosis, her 
husband was killed in an auto accident. Then, in 1961, 
her second child died in infancy. Her second mar- 
riage, to a man 10 years younger than herself, was 
a stormy one. Soon after the loss of the child, she 
had a number of seizures which involved inertness, 
lack of response to even painful stimuli, calling out 
the names of her dead relatives, and singing snatches 
of ceremonial songs. She recovered rapidly after these 
episodes and talked quite easily about them. Several 
seizures were observed by doctors who pronounced 
them hysterical. An EEG was negative. We classed 
these episodes as hysterical pseudo-seizures which 
resembled psychomotor seizures. 

With the exception of one mild episode, Elsie was 
seizure free between 1962 and 1972. Her second mar- 
riage dissolved and a third marriage was made some- 
time before 1968. Between 1968 and 1971 she was 
seen occasionally by mental health personnel from 
the nearby hospital. Her life during this period was 
a stormy one involving fights with her third husband, 
her son, relatives, and neighbors. She also began to 
drink frequently. 

From 1972 to the present, Elsie has experienced 
hysterical seizures, numerous bouts of globus hyster- 
icus and depression. In 1972 she was temporarily 
deserted by her third husband and also became a 
hand trembler, specializing in finding lost and stolen 
items. Her performances were theatrical and much 
discussed in the community. Nevertheless, like her 
cousin, Mildred, she complained of the bad effects 
from hand trembling. She, too, suffered from black- 
outs, dizzy spells and headaches. Upon several occa- 
sions she complained that she did not wish to perform 
as a hand trembler but was being “forced” to do so. 
Once she asked for a statement from the Indian 
Health Service that she could show people to con- 
vince them she was ill and should not do hand trem- 
bling. 

During the summer of 1975 Parker began to gather 
genealogical data on the families of these two 
patients. We have already mentioned that the two 


consisted 


women are cousins. In the parental generation, three 
brothers were not only healing ceremonialists but also 
hand tremblers and star gazers. Each of the three, 
then, had three separate statuses within the religio- 
healing system. Although males can become cere- 
monial singers, few women do. Each of these men 
handed on their hand trembling powers to their 
daughters. Mildred was hysterical; her sister is cur- 
rently a hand trembler but is quite normal and 
asymptomatic. Elsie was prevailed upon to become 
a hand trembler after her cousin Mildred declined 
to perform the ceremony any more and Mildred was 
asked to perform the initiation ritual for her. Another 
cousin, the daughter of the middle brother, is quite 
normal, very acculturated and is an active and suc- 
cessful hand trembler. The normal tremblers perform 
their functions easily, are able to hold full-time wage 
work jobs and do not suffer in any way after perform- 
ing a hand trembling ceremony for diagnostic pur- 
poses. It is our impression that the two hysterical 
subjects were selected by their families to become 
hand tremblers in order to transmit ceremonial pro- 
perty within the family and not because of their seiz- 
ure symptoms. In Elsie’s case, the seizures were of 
psychomotor type rather than unilateral. For neither 
woman did the ceremony which made them hand 
tremblers alleviate their symptoms or make them 
better adjusted individuals in any way. Both complain 
they are too ill to perform the role and both, in con- 
trast to their normal sister and cousins, find their 
symptoms aggravated by the practice of the gift of 
hand trembling. 

A parallel instance of the transmission of cere- 
monial powers within a family has been documented 
by Eric Henderson (personal communication). A cere- 
monial singer married to an herbalist bequeathed his 
ceremonial properties to two of his sons who became 
ceremonialists in their own right. Another son was 
taught some of the powers, enough to qualify him 
as a leader (Nataani). This son later became a tribal 
councilman. The fourth son was the black sheep of 
the family who left home after making a disapproved 
marriage and never inherited ceremonial power. 
There were only two daughters, both of whom 
became herbalists like their mother. Both daughters 
also. married ceremonialists. Similar cases are 
reported by Chisholm [14]. 

Parker’s brother was selected by his step-father to 
learn his hand trembling powers. While camping one 
night on a journey, the step-father began to hand 
tremble and then to slap the young man’s arm repeat- 
edly. By so doing the power could be transmitted 
to the younger man. The visible sign that this had 
happened occurred when the step-son’s arm began 
to tremble. 

It is our irnpression that selection is done largely 
for the purpose of transmitting ceremonial property 
within families and that signs and symptoms may 
play far less of a role than cultural definitions or eth- 
nologists would lead us to expect. Elsie, in fact, was 
selected to be a hand trembler despite the fact that 
her pseudo-seizures resembled psychomotor episodes 
and did not involve unilateral trembling. Because her 
initiation into the role occurred after the 1964 survey, 
it has not been included in the tabulations of treat- 
ments presented in Table 5. 
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PSYCHOMOTOR SEIZURES AND FRENZY 
WITCHCRAFT 


The Navajo belief that sexual witchcraft produces 
symptoms resembling those of the psychomotor seiz- 
ure led us to the idea that young, hysterical females 
would tend to have pseudo-seizures of this type. Sub- 
sequently we would expect them to be diagnosed as 
suffering from Frenzy Witchcraft and to be treated 
with the appropriate ceremonial, the Frenzy Witch- 
craft Way. Although this Navajo diagnosis does not 
provide the individual with a socially valued role it 
does indicate that he or she is a victim rather than 
a transgressor and deserving of sympathy and sup- 
port. It seemed likely that hysterical patients would 
gain considerable attention and that their symptoms 
should be alleviated, if only temporarily, by the cere- 
monial treatment. 

Twelve patients in the sample had psychomotor 
seizures. Of these. six were hysterical, five were epilep- 
tics who combined hysterical psychomotor seizures 
with generalized epileptic seizures, and one was an 
epileptic with both generalized and psychomotor epi- 
leptic seizures (Table 1). Only three patients received 
the expected diagnosis, and only two of these received 
the appropriate treatment (Tables 5 and 6). Contrary 
to our expectations, the hysterical patients most often 
received no diagnosis thought to be _ specifically 
related to their seizures. Neither of the patients who 
had the Frenzy Witchcraft Way performed over them 
received much benefit from the treatment although 
their cases were dramatic and their hysterical symp- 
toms conformed to expectation 


The hysterical patient, Mildred, also had bouts of 


hand trembling for several years prior to her psycho- 
motor—pseudoseizures and has been described in the 
preceding section. When the Frenzy Witchcraft Way 
was first performed the symptoms were aggravated 
rather than relieved. We suspect that it was the ad- 
ministration of datura during the ceremonial which 
precipitated the catatonic attacks for which she was 
subsequently hospitalized. This appears to have 
occurred upon two occasions in association with the 
Frenzy Witchcraft ceremonial and upon one occasion 
when datura was administered as part of the smoking 
ritual of Mountain Top Way. Several years later. 
however, another ceremonial which used datura and 
which may have been Frenzy Witchcraft Way alle- 
viated her symptoms considerably. 

The other patient, an epileptic female, had genera- 
lized epileptic seizures combined with psychomotor 
pseudo-seizures. At age 14 an episode of hysterical 
paraplegia was alleviated after two treatments per- 


formed by a Hopi medicine man. After the death of 


a grandfather and the institutionalization of her epi- 
leptic and retarded younger brother, she went 
through two years’ of frequent seizures both epileptic 
and hysterical. During her hysterical pseudo-seizures 


she would respond only to her father. During a brief 


hospitalization in Phoenix, a pseudo-seizure was pre- 
cipitated by a homosexual advance initiated by her 
room-mate. After this hospitalization a Frenzy Witch- 
craft Way was prescribed but halfway through the 
ceremony the patient had a psychomotor pseudo- 
seizure and demanded that the ceremony be halted. 
Datura had not been given before this episode. After 
S.S.M. 13 IB- t 


a second hospitalization. seizures continued. Some of 
them even her father believed to be malingering: 
others were clearly hysterical. At age 16 the patient 
was married and spent a year off-reservation. During 
this time she was seizure free. Upon her return home. 
at age 17, hysterical seizures recurred and another 
Frenzy Witchcraft Way was performed. During the 
ceremony, which was observed by Parker, the patient 
had another pseudo-seizure and was only calmed 
down when her father held and stroked her body. 
For the next three years she remained seizure free 
and the marriage appeared stable. The alleviation of 
the symptoms was attributed to the Frenzy Witch- 
craft ceremony though marriage and living away from 
the family must also be considered 

Dr. David Guttman interviewed this patient and 
administered a thematic apperception test during the 
summer of 1964. His impression was of an aggressive 
and independent girl afraid of the consequences of 
independence and sexual maturity. A strong under- 
current of incestuous feelings for her father heigh- 
tened her need to cling to parental modes. These in- 
cestuous feelings were externalized, both in the TAT 
responses and in her hallucinations, and cxperienced 
as an assault by their object. the father 

In 1967. three years after the Frenzy Witchcraft 
Way and after the birth of her first child, in 1965, 
psychosomatic symptoms appeared. Marital discord. 
excessive drinking, depression and suicidal feelings 
culminated in a 1972. Bona fide 


epileptic seizures with a positive EEG occurred dur- 


suicide attempt in 
ing the same year and were soon followed by several 
hysterical seizures. Generalized epileptic seizures con- 
tinued to occur whenever the patient refused to take 
seizures continued 


medication regularly. Hysterical 


and the family 


situation deteriorated rapidly. At the 


time of the most recent follow-up, in 1975, th 
was living alone in an off-reservation 


She was 


> patient 
town VOT} g 
in a disreputable bar 
and suffering from seizures 


questions. The 


These two cases raise a number of 


hysterical seizures, in these instances associated with 


occasion, alleviated by 


sexual problems, were upon 
the use of a ceremony. That they did not help either 
patient substantially over a period of time was due 
in our opinion, to the severity of the personality dis- 
orders of both patients and to the chronicity of the 
epilepsy in one of them. But given even the temporary 
alleviation of symptoms it 1s not clear why the less 
severe cases of hysteria with psychomotor-type seiz- 
ures were not diagnosed and treated in this manner 
One must also ask why the remaining five epileptics 
were not given the same diagnosis for their psycho- 
motor seizures 

The answer to the latter question, we think, lies 
in the nature of epilepsy itself. The single epileptic 
patient with no hysterical seizures began having con- 
vulsions at an early age and was considered to be 
suffering from a sexual disorder which had afflicted 
her mother and affected the patient through prenatal 
influence. The young male epileptic who received the 
diagnosis of Frenzy Witchcraft was never treated for 
it because his epileptic seizures became severe and 
other courses of action were followed. Three of the 
five remaining epileptics were diagnosed in a manner 
more appropriate for the problems thought to cause 
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generalized seizures. The epileptics, by virtue of the 
chronicity, early onset, and debilitating nature of their 
malady, were channelled into the negative role 
assigned them by the Navajo belief system. The hys- 
terics, whom we would expect to be diagnosed as 
sexual witchcraft victims. were not so diagnosed. 
Whether this was due to the more transitory nature 
of their symptoms or to a complex of other reasons, 
we cannot determine with confidence at this time. It 
is clear, however, that for five of the six hysterical 
patients, our expectations were not fulfilled 


GENERALIZED SEIZURES, INCEST AND 


MOTH SICKNESS 


Incest with a true sibling or a matrilateral parallel 
cousin (a clan sibling) is thought to be the major 
cause of generalized seizures. Like cancer in modern 
American this is the 
Navajo. The appearance of the clear and fearful signs 
of the grand mal seizure indicates the transgression 
of a major tabu. If the signs appear during childhood 
the Navajo suspect that the transgressions of the par- 


society, dread disease of the 


ents are causing the disease of their child via prenatal 
influence. Should the diagnosis be sorcery it is still 
felt that the disease process will ultimately cause an 
act of incest. When the symptom can lead to the cau- 
sal factor an unbreakable circle is formed from which 
the unfortunate patient cannot hope to escape. It is 
not surprising to find families attempting to isolate 
their epileptic children both to protect the child and 
themselves. Only the suppression of seizures, we felt 
would enable the patient to be cured and. hopefully, 
to avoid the censure of the community 

The Navajo ceremony said to cure “Moth sickness” 
is virtually extinct. We are only able to find two men 
who had any knowledge of the ceremonial and 
neither had ever performed the complete ceremony 
None of the patients in our sample had been diag- 
nosed as suffering from Moth sickness and not even 
portions of the ceremony had been performed over 
them. Two subjects subsequently identified in the sur- 
vey of one small community had been given the diag- 
nosis of Moth sickness and one had been treated by 
Moth Way. This event, however. had taken place in 
the late 19th century. One of the two ceremonialists 
with some knowledge of Moth Way claimed that his 
son had become contaminated and subsequently sick 
when the father attempted to transmit his knowledge 
to the young man. The son has been diagnosed as 
an epileptic and his seizures are controlled by medica- 
tion. Though the father has administered the proper 
native medications he has found no one able to con- 
duct the healing ceremony. 

Due to the unavailability of the Moth Way cere- 
monial an alternative etiology and treatment is cur- 
rently in use. The diagnosis of a general sexual excess 
related to Coyote is made and is treated by a set 
of Coyote songs, the be’ekaanz ceremony, performed 
as a part of the Mountain Top Way. 

Twenty-five epileptic and four hysteric patients had 
generalized seizures (Table 1). None of the hysterics 
were given any diagnosis specifically related to seiz- 
ures (Table 6). Their seizures did not persist and all 
but one were leading normal lives in 1975. One, 
although seizure free, has continued to have various 


psychosomatic complaints and to suffer from chronic 
anxiety and depression. She is seen frequently by the 
Mental Health staff and is said to have an inadequate, 
borderline personality. Despite similar seizures, the 
hysterical patients have not been diagnosed in the 
same manner as the epileptics, nor have they had the 
same tragic careers. 

A number of patients with organically based seiz- 
ures were unavailable for interview, were under 10 
years old, had only a single isolated seizure due to 
trauma, or suffered from alcoholic withdrawal seiz- 
ures. These patients were not interviewed in the field. 
In consequence we have information on native diag- 
noses for 16 epileptic patients with generalized seiz- 
ures (Table 5). 

Ten of the 20 patients with generalized seizures for 
whom we have information received the expected 
Coyote diagnoses. They were, in most instances, 
treated with the he’ekaanz ceremony of Mountain 
Top Way or received no treatment due to the poverty 
of the family. This is a significantly higher proportion 
of patients receiving the expected diagnoses than was 
found in the other two seizure categories (Table 7). 

Of the six epileptic patients, who were not diag- 
nosed in the expected manner, one received irrelevant 
diagnoses, two were Christian and sought modern 
only, came from a family which 


treatment one 


opposed ceremonial treatments generally, and two 


came from families too poor and too disintegrated 
to give them any kind of help 

Three epileptics had committed sibling incest. Thus. 
10°, of all epileptics, regardless of the nature of their 
seizures had actually breached the major tabu. Two 
cases had mention of incest in the 
records. Because the social 
better quality in the western than in the eastern hospi- 
tal. we are not confident that the cases of incest are 
well reported for half the sample. These three cases 
-comprise 30°,, of the cases with epileptic generalized 
seizures in the western portion of the reservation. 

This proportion seemed remarkably high and led 
us to conduct a field survey in one small area of the 
western reservation with an estimated total popula- 
tion of about 1500 people. Informants identified four 
cases of sibling incest with little trouble. As one of 
these cases was already in our sample, only three new 
cases were added for investigation (Table 8). 

The three cases in our original sample involved two 
female epileptics and one male. Their partners were 
all asymptomatic and all the epileptic patients exhi- 
bited seizure symptoms and signs of disturbed per- 
sonalities prior to the act of incest. Two cases in- 
volved incest with a sibling: one, incest with a clan 
sibling. 

One couple identified in the field survey had exhi- 
bited no untoward symptoms for nine years. The male 
had a note in his medical records of “acute brain 
syndrome with confused state”. The couple continue 
to live together in their home community (Table 8, 
No. 6). Another case involved the incest of a woman 
now in her nineties who had been treated by Moth 
Way around 1890. Her one seizure was certainly not 
epileptic. The brother was totally asymptomatic but 
later married a Paiute, an indication that he was not 
held in high esteem by the community (Table 8, No. 
4). The third case involved an epileptic girl who com- 


other vague 


service records were of 
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Table 7 


Patients exhibiting appropriate signs who received the expected 


Navajo diagnoses and ceremonial treatments 


Exhibit appropriate 
signs for 


Hand trembling or 
Frenzy Witchcraft Way 
Moth Way and its substitutes 


Fisher's exact test: P = 0.03 

mitted incest with a clan sibling. Despite the fact that 
she had suffered from seizures childhood no 
seizure specific diagnosis was made until after the in- 
cestuous union. The he’ekaanz ritual of Mountain 
Top Way was performed. The family believe her dis- 
ease 1s incurable and that she needs Moth Way which 
Her consort has left the area and 
knows. totally 


since 


is not available. 
IS. far anyone 
(Table 8. No. 5) 


Two of the total six cases involved 


as as asymptomatic 


incest between 


consenting partners and one of these became 


manent liaison. Three cases involved epileptic women 


a per- 


who were seduced by male siblings. Only one case 
involved an epileptic male who initiated the inces- 
tuous act. In all instances some evidence of seizures 
or seizure-like behavior is reported for one partner 
only. the other being asymptomatic 

In those cases involving an already sick female who 
becomes prey to sexual exploitation by virtue of the 
malady itself. we believe that the social definition of 
the illness creates a self-fulfilling prophecy from which 
the individual finds it most difficult to escape. The 
two epileptic women in our original field sample had 
severe personality problems in addition to their epi- 
Both were diagnosed as schizophrenic. were 


promiscuous, alcoholic. and came from rejecting, non- 


lepsy 


irom 


supportive families. Ultimately both died unna- 


and 9») 


tural causes (Table & Nos. 1. 3 


The seizure-like episode described by the 


lady interviewed in the field survey (Table 8. 
j 


sne 


was brief and stereotyped. She reported that 
up. twisted about and fell into the fire. After this she 
confessed and a full Moth Way 
was later married and had children 
a brief hysterical episode precipitated by anxiety over 
the forbidden act. In its major 


Was peritormed 
At most this was 


outline it conforms 


Table & 


Medical 

Cases Sex diagnose 
sample 

I Epileptic 


M Mixed 


Generalized 
Generalized 
epileptic 
psychomotor 
hysteric 
Generalized 
epileptic 
psychomotor 
hysteric 


Mixed 


field surve\ 

F » » 

F Epileptic Generalized 
F None None 


Community 


No treatment Treatment 


sickness and 
account 


to all ethnographic accounts of Moth 
cure. Unfortunately the 
obtained some 75 years after the event 


The case of the epileptic. incestuous male is both 


a successful was 


dramatic and puzzling. As a child he was prone to 
violent temper tantrums and had a generally turbu- 
lent personality. A cousin has temporal lobe epilepsy 
and. at age five, the patient was hit on the head with 
a rock His abnormal behavior 


is said to date from that time. He did poorly at school 


and lost consciousness 


and would hit girls who would not sleep with him 
There is, then, presumptive evidence of an underlying 
etiology prior to his incestuous relationship 
coincident with the 
was 18 at the time and 
The 
and 
and others in his family 


Pubescence of the sister was 


He 


1 already been expelled from several schools 


Datient’s “fainting spells 


id 


are said to have increased in frequency 
ed violence to himself 


own on all fours and howl 
. witch- 


he would 


which led Suspect 
incest was repeated and violent and the 


sister 
tribal 


lew 


found thems unable to protect the 


The case was finally reported and handled in 
institutionalized for a 
No Navajo diagnoses 
The 


some 


h 1e 
iome 


. 7 11e s>rformed > > 
ceremonies perilormed entire 


to Mormonism 


stop the heavy drinking 


ther who deserted ther 


incest tOOK 
found that the 


some 


IS Maintained on 
various psychosomatic complaints. He 


has married but is unable to support his wife who 
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receives aid to dependent children while the patient 
himself receives general assistance. The wife does not 
come from the community and we were unable to 
find out much about her. The patient’s only friend 
in the neighbourhood is a non-Navajo. We have the 
impression of a surly, uncommunicative young man 
who is not integrated into the community. 


CONCLUSIONS 


In summation, we were not able to find sufficient 
evidence to support the contention that mentally ill 
people displaying appropriate signs and symptoms 


are selected to be hand tremblers and are cured of 


their illness by ceremonies of initiation. Few patients 
exhibiting the symptoms of hand trembling were ever 
selected for the role (2/9, Tables 5 and 6). The per- 
formance of the ceremonial by hysterics who became 
hand tremblers aggravated their symptoms. Most 
functioning hand tremblers appeared quite normal 
and the selection process involved the transmission 
of ceremonial power within families. None of the hys- 
terical patients who became hand tremblers were able 
to function successfully for any period of time. There 
is even some doubt about the existence of the unila- 
teral seizures themselves. One subject was selected for 
the role who displayed psychomotor seizures. All epi- 
sodes of hand trembling which were observed or de- 
scribed in detail were, in actuality, bilateral in nature. 

Similarly, we found that few of the patients with 
psychomotor seizures were ever thought to be suffer- 
ing from Frenzy Witchcraft (2/12) and, when _per- 
formed, the ceremony was as likely to aggravate seiz- 
ure symptoms as to alleviate them. In no instance 
permanent effected. In addition, the 
expected diagnosis was never made for those hysteri- 


was a cure 
cal patients who displayed psychomotor seizures only 
and who did not have severe personality problems 
These patients were the ones who most fitted Navajo 
descriptions of the disease and who we thought would 
be most likely to benefit from ceremonial treatment 
by virtue of the fact that their symptoms were precipi- 
tated by transient life crises 

On the other hand, most epileptics with generalized 
seizures diagnosed in the expected manner 
(10/16, Table 5). High proportions of these epileptics 
had drinking problems. were raped. bore illegitimate 
children, committed sibling incest, or died prema- 
turely. Society, it would seem, finds it easier to con- 
demn than to cure, at least where the labelling of 


t 
I 


were 


major mental signs is involved 

Although it was clear that the Navajos did dis- 
tinguish between the major seizure types, a number 
of observations led us to question whether this was 
the primary means by which they determine how seiz- 
ure patients will be treated and cared for. Despite 
the fact that epileptic and hysterical patients dis- 
played similar seizure behaviors, only epileptics with 
generalized seizures were given the expected diag- 
noses of Coyote or Moth sickness. And only epileptics 
subsequently had tragic careers. If the seizure type. 
said to signify the presence of a specific malady, was 
the major diagnostic criterion, why were the hysteri- 
cal patients with generalized seizures not treated in 
the same manner? No epileptics with either focal epi- 
leptic seizures alone or in conjunction with hysterical 


unilateral seizures were ever considered as candidates 
for the role of hand trembler. No hysterics with the 
transient symptoms of psychomotor type so charac- 
teristic of ethnographic descriptions of Frenzy Witch- 
craft were ever thought to be its victims in actuality. 
Moreover, only a chronic hysteric and two epileptics 
with many hysterical symptoms were ever so diag- 
nosed. The epileptic with organically based psycho- 
motor seizures was never thought to be a victim of 
this type of witchcraft. The discrimination between 
the symptoms of hysteria and those of epilepsy, in 
our opinion, accounts for these findings and 1s of pri- 
mary importance in determining how the seizure 
patient will be diagnosed and maintained in Navajo 
society. 

Chronicity and early age of onset are characteristic 
of the epilepsies and certainly play a large part in 
the process by which epileptics are distinguished from 
other patients. Perhaps as important, however, is the 
terrifying nature of the true epileptic seizure which 
causes the family to recoil in horror and to feel help- 
less in the face of this unmanageable force. Whether 
the serious personality problems so often found in 
association with epilepsy and the high mortality rates 
found in this study are the natural consequences of 
the disease or are the result of social reactions to 
the patient remains to be investigated by comparing 
the careers of Navajo epileptics with those in other 
societies, especially the more urbanized and secular 
ones. 

The limits of labelling in accordance with cultural 
definitions are, in this instance, provided by the 
nature of the disease itself and by the direct percep- 
tion of its signs by individuals who must ultimately 
either maintain or reject the patient. Although the 
culture may arbitrarily define some signs as evidence 
of a supernatural gift, the individual epileptic or hys- 
teric, who displays them is simply unable to perform 


.the tasks appropriate to the shamanistic role. Even 


hysteria, that most culturally influenced form of neur- 
osis, may not be able to accommodate itself to cul- 
tural dictates. The hysterical seizures, when not bouts 
of altered behavior akin to psychomotor seizures, 
were generalized, bilateral ones. The hysterical patient 
could hide this fact only by holding one extremity 
still in order to present himself in the desired manner. 
He could not provide the required sign. By the same 
token, many hysterics could not refrain from display- 
ing the signs of the generalized seizure even though 
they must have been aware of the possible conse- 
quences. The hysterical symptoms, in fact, may not 
be radically different from those described in the 
literature for the United States and Europe generally. 
Whether pseudo-seizures are more frequent among 
Navajo hysterics than among hysterics in other socie- 
ties is still an open question. The point to be made 
here is that these hysterical symptoms are not com- 
pletely malleable within the society which produces 
them 

The question of whether the obliteration of symp- 
toms by the use of modern medications can alter the 
course of the labelling process remains to be dis- 
cussed. The traditional maintenance of the Navajo 
epileptic as well as other defectives has been to keep 
them isolated. Both the patient and the family seek 
to avoid social censure thereby. Modern therapy is 


Life careers of Navajo epileptics and convulsive hysterics 


predicted upon the notion that medication will con- 
trol seizures sufficiently for the patient to lead a nor- 
mal life. This was not the outcome of treatment for 
most of the patients in our sample. At some point, 
personal problems led patients to take their medica- 
tions erratically and to suffer seizures as a result. Only 
two epileptics were well maintained on medication, 
one because the patient and her mother were edu- 
cated and lived next to the hospital, the other because 
the parents, after their son suffered a concussion dur- 
ing a seizure, decided to take more responsibility in 
monitoring their son’s medication. It seems to us that 
the attitude of the family, whether it rejects or sup- 
ports, is of crucial importance. 

Currently, the Indian Health 
medications and counselling in a hospital setting 
Diagnosis is usually early and the prospects for cure 
or adequate control of seizures should be good. That 
this is not the case indicates an inadequacy in the 
prevailing methods. Contacts with the patient by field 
personnel are often aimed at breaking the family im- 
posed isolation or convincing the family that their 
fears are groundless. Yet the Navajo can point to 
more instances of sibling incest and death than the 
Indian Health Service can to success. 

The question remains whether indigenous health 
workers can help improve the course of treatment 
for epileptics or hysterics. Because Navajo ceremonies 
have not helped the patients in our study and because 
traditional beliefs about the nature of seizures are so 
negative. we do not believe that Navajo ceremonial- 


Service provides 


ists, diagnosticians. or herbalists can be utilized suc- 
cessfully by the Indian Health Service for this pur- 
pose. Any attempt to do so would involve asking 
them to accept ideas which directly contradict their 
own. Rather, we are of the opinion that Navajos who 
do not have a total commitment to traditional belief 
may be better suited to the task 

Currently, the Mental Health Program of the In- 
dian Health Service utilizes Navajo mental health 
technicians. These trained paraprofessionals serve in 
the capacity of aides to the psychiatrists. Instead of 
handling the epileptic patient solely as a medical 
problem, we feel they should be referred to the 
Navajo mental health staff who would work closely 
with the patient and the family from the time of the 
first diagnosis. The Mental Health Technicians have 
some chance of success in this area because they are 
aware of what the epileptic patient faces at home and 
in the community, and because the proper use of anti- 
convulsant medication is a proven means to control 
seizures for most patients 

It is more difficult to make suggestions for the im- 
provement of therapy for the hysteric. Most of the 
hysterias were of short duration and the patients got 
better without attention from physicians. The few 
whose symptoms persisted. along with those epileptics 
with an hysterical component to their seizures. 
became frequent visitors to the hospital. The hys- 
terics, including those with epilepsy, were maintained 
on tranquilizers and other psychoactive drugs. Two 
patients became drug dependent and maintained con- 
tacts with the mental health staff primarily to get their 
prescriptions refilled. Lacking a proven treatment for 
hysteria there is little that Navajo mental health tech- 
nicians can offer their traditional patients. 
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ASSURANCE OF QUALITY OF THE PROVISION 


OF PRIMARY MEDICAL CARI 


BY 


NON-PROFESSIONALS* 


JEAN-PIERRI 


Division of Nutritional Sciences, ¢ 


Abstract 


care 1s due to the obvious need in many communities for 


Primary medical care must involve 
appropriate referrals within a medical system 
by the training and supervision of the primary 
supervision as applied in some Guatemalan \ 
Yhis total system reduced infant mort 


by three-quarter 


used 


one and four years of age 


I. INTRODUCTION 
It is heartening to realize that I need no longer 
the use of non-physicians in the delivery 


medical care: nor must I demonstrate 
administratively feasible and 
But not five the official 


organization responsible for health was 


acceptable 


years ago 


this concept [1]. because of its concern that 
medical care 


Organiza 


only mean that the quality of would 
be reduced [2]. Today the World Health 
tion is taking the lead in fostering primary 


Behind the acceptance of 


medical 
care by non-physicians [3] 
this once radical concept lies the recognitior 
obligation to provide medical care to all 
it even though the resources to do so are seve 
limited. The motivation is. in short. an economic 


I feel that a case can be made that this 


in the delivery of medical care could lead 


who 


quality of total medical care. But if better care is 
result we must worry as much about the quality 
medical care as those who did much to improve 
quality of physicians in the 1910s [4]. As in so 
technical innovations. the practical aspects 
mentation and maintaining quality control in medi- 
cine are much less difficult to deal with than the prob 
lem of changing attitudes concerning the management 
of medical care 

A basic premise underlying the Flexner reforms 
medical schools in the 1920s was that a medical prac 
titioner could and would practice alone. His training 
should, therefore. encompass al! of medical knowl 
edge. and he should be imbued with a set of ethical 
standards during this training. The knowledge he 
must have and the must 
designed to carry him through his entire practicing 


Such an ideal has had to be abandoned 


ethics he observe were 


career. 


* A report of research of the Cornell University Agricul- 


tural Experimental Station Division of Nutritional 


Sciences. 


ornell Uni 


The acceptance of the once radical concept 
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that r n 
(Nat NONn- 


f 


th 


GOALS OF PRIMARY MEDK 


other communities 
Modern medicine has been particularly 


with physiological 


ncce nol 
successtul 


disease, and therelore 


it provides the conceptual framework for all hierar- 


formalized medical systems in existence 


chically 
today. including the new Chinese medicine. In many 
cases One can integrate traditional practitioners into 
system, and adopt traditional 


the medical care 


theories and practice in areas of medical care in which 
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Table 1. Definition of primary and other medical care 


Primary 
medical 
care 


Foster healthy habits in sleeping, working. eat- 
ing. use of drugs, playing. procreation. personal 
hygiene, planning, 

Foster sanitation works 

Apply personal preventive medicine (immuni- 
zation, fluoride application. .. .) 

Treat ill in bed at home 

Treat ambulatory ill locally 

Other 


Care by clinical specialist 
medical 


care Hospitalization 


modern medicine is not demonstrably more effective, 
such as in the treatment of certain perceived illnesses 
and in some mental disorders. 

This integration of traditional medicine into a 
modern medical care system is not my concern in 
this paper. Rather my concern here is how to improve 
the delivery of modern primary medical care to deal 
with physiological disease and premature death. I feel 
that primary medical care includes all those actions 
by a family which affects its health up to the moment 
a patient enters a hospital or is referred to a specialist 

This is not the usual definition of primary medical 
care and, therefore it needs to be discussed (Table 1). 
The easiest part of this definition to describe is the 
point of exit from primary medical care. One can dif- 
ferentiate between inpatient hospital care, general 
ambulatory care, and home care by the family. This 
differentiation is based on the frequency with which 
it occurs in the general population. It is also based 
on the amount of actual autonomy a patient has. 
which is greatest in his own home. decreases as he 
leaves it, and becomes least in a highly structured 
organization such as a hospital. However, I set the 
end of primary medical care at that point where a 
patient leaves his village or urban neighborhood for 
care. largely for administrative convenience. Usually. 
hospital systems and specialized outpatient clinics are 
under administrative controls that are different from 
that of care delivered in the village or urban neigh- 
borhood 

As individuals (Table 2) we have more control 
over our health than Western medicine generally 
recognizes. This is recognized in the slogan of the 
Panamanian Ministry of Public Health “La Salud es 
un Derecho e un Deber™ (good health is a right and 
duty). Good health begins by good health habits. A 
primary medical care system should, therefore, begin 
at home—by fostering and supervising good health 


Table 2. Components of a primary medical care system 


Individual and family 


Home visitor activities 


Primary Care Person activities 


Clinician and supervisor activities 


Community activities 


s 


= Influences on activities in a hierarchical system 


HABICHT 


habits. This means that the community must partici- 
pate in the primary health care system. 

A.few years ago I would have said that such ideas 
are pious impossibilities. The major obstacle is that 
very little is known about the effectiveness of various 
health habits compared to the difficulty of their im- 
plementation. On the other hand, some individual 
actions associated with immunizations, pre- and post- 
natal care, family planning, and home care for com- 
mon illnesses have proven benefits, and are easy to 
implement with clear descriptions of task perform- 
ance both for the primary care personnel [5] and 
for the family. The second objection with this con- 
cept—that a primary medical care system should in- 
clude family health habits—is that it might be more 
expensive than any health system could afford. In fact. 
it is likely that the savings due to redistributing re- 
sponsibility for certain aspects of medical care to the 
family would justify the cost of home extension work 
in health and nutrition. 

A corollary of the concept that family health habits 
are an integral part of the primary health care system 
is that the community itself must participate in setting 
and attaining health goals. This means that primary 
medical care becomes a part of cOmmunity develop- 
ment, and must use the instruments and techniques 
of community development [6]. 

The result will be that the community will have 
a much greater voice in the provision of primary 
medical care than it has had, and that there will be 
friction between health professionals and the com- 
munity about goals and means, unless two innova- 
tions are introduced. The first is a setting of goals 
and means by the community and the health profes- 
sionals working together. The second is a clear. qua- 
lity control system which is mutually accepted and 
implemented. These have, to my knowledge. never 
both been implemented in a primary care system: but 
they have been implemented separately and found to 
work. The major obstacle here is that neither task 
is one that health professionals know how to handle. 

From this description of primary medical care it 
follows that individual preventive and curative care 
are included, as well as community preventive medi- 
cine involving individuals. The preventive aspect in- 
cludes political action for health and for those tasks 
where work corvées are necessary, such as putting 
in water and sewer systems. In many communities 
such corvées have provided a tangible focus for the 
formation of active health communities as they 
approach the task of defining health needs. 

In my administrative experience I have imple- 
mented only a part of the above concept of primary 
medical care. On the other hand, I have seen—often 
as a consultant— all of the individual components of 
such an organization function in the field. I have indi- 
cated by the references and sources of data which 
concepts I have implemented and which ones have 
been implemented by others. 


Ill. PRINCIPLES UNDERLYING 
THE ORGANIZATION OF PRIMARY 
MEDICAL CARE 


The basic premise (Table 3) underlying our devel- 
opment of a primary medical care system in some 
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Table 3. Basic premises for training and their consequences 


Premises 
One does best what one does often 
Skills not used atrophy 

Consequences for training 
Train each team member only but well in those tasks 
performed often 

Consequences for case management = Triage 
Hierarchical or linear 
Branching or “switchboard” 


Guatemalan rural villages [7] was that one does best 
those tasks one does most often, given proper train- 
ing. Similarly, no matter how good the training, un- 
used skills atrophy. In keeping with these premises 
we tried to: 


(a) Organize medical care so that everybody would 
perform the tasks they perform most often: 

(b) Train each member only in those tasks they 
would, in fact, perform most often. 


Since we had to identify only those tasks which 
are performed most often, we could concentrate our 
efforts on establishing criteria of adequate perform- 
ance for those particular tasks. 

The definition of an “often” occurring task depends 
upon two factors. The first is the length of time one 
can expect the performers of the tasks to be engaged 
in their tasks. If mobility in and out of, or upwards 
within, a medical care system is frequent, certain tasks 
will not be seen often enough to warrant teaching 
them. The second factor is the complexity of the tasks, 
because it is this that determines how quickly the 
skill necessary to perform a given task is lost if it 
is not used. For instance, splinting a fracture requires 
less skill than setting a bone. 

The organization of a medical care system so that 
everybody is performing familiar tasks means that a 


triage system is necessary. The simplest method of 


triage is based upon a decision as to whether one 
has or does not have the skill to deal with the task 
at hand. The result is a linear, hierarchical referral 
system, where the patient passes through more and 
more skillful hands until he comes to the persons who 


can perform the task competently. The other type of 


triage system is similar to a swtichboard: each patient 
is sent directly to the persons most capable of dealing 
with his complaint. This system wastes less of the 
patient’s time, but the triage persons must know what 
problems are best dealt with and by whom. This 
requires training. In our system we used simple, linear 
triage for all except urgent cases, where the need for 
immediate hospitalization seemed apparent (Fig. 1). 
Further details of the organization of our primary 
medical care, and extrapolations to larger population, 
are found in Tables 4 and 5. 

As a patient rises in the patient referral system he 
will come into the hands of someone who will have 
to perform complex tasks that occur only infre- 
quently. At this point formal medical training is 
necessary to permit the physician to practice medicine 
using the ratiocination of modern physiology and 
pathology. 


S.S.M. 13/1B—F 


Table 4. Services and population coverage of an actual 
primary medical care system* 


Services covered 

(1) Immunization of 80° of preschool population 
against measles, diphtheria, pertussis, and tetanus 

(2) Ambulatory curative care in clinics 


Important services not covered 

(1) Community development for involvement of com- 
munity in preventive and curative medical care 

(2) Home extension work in preschool hygiene, child 
care, and nutrition 

(3) Routine prenatal visits and well baby clinict 


+ 


All inhabitants lived within 2.5 km of a clinic. All Primary 
Care Persons lived within 1/2 hour of clinics 


Total inhabitants actually covered = 2,800 


Visits per habitants per year to the 


Mean 
(1) Primary Care Person 4.2 100 
(2) Clinician 0.042 
(3) Hospitalization 0.016 


Percent total 


Mean time per visit to the 


(1) Primary Care Person 

(2) Clinician 

* Data from Habicht, er al 

+ These services were in fact available but were not cal- 


culated within this medical care system 


The resources to do a job and the authority to 
hire and fire personnel are crucial for the success of 
any organization. My only experience has been in 
research organizations, where resources for medical 
care flowed independently of the satisfaction of the 
patients, and where the power for hiring and firing 
lay in the scientists’ hands 

An organization that requires the active partici- 
pation of the population in setting goals and imple- 
menting them, places restraints on the excercise of 
administrative power. These often 
intolerable to those who judge adequate performance 
In particular, 


restraints are 


only according to technical criteria 


Services, population coverage and cost extra- 


Table 5 
polated from an actual primary medical care system* 


population under 


Data below extrapolated to large 
assumptions 


(1) All inhabitants live within 2.5 km of a clinic 

(2) Primary Care Persons travel time less than 1/2 hour 
per day 

(3) No travel time for clinicianst and supervisorst 
Inhabitants per full time 


3000 
= 65.000 
45.000 


(1) Primary Care Person 
(2) Full-time cliniciant 
(3) Full-time supervisort 


Approximate costs per inhabitant 
(1) for medicines $2.94/yr 
(2) for salaries $1.18/yr 
(3) for capital depreciation $0.04/yr 


Total 


+ In our primary care system the supervisor and physi- 
cian were often the same person, called field director in 
Fig. 1. 
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PATIENT FLOW DATA FLOW LEVEL OF DECISION MAKING 


Patients Viilage information 


- 
,pecezesaenss Primary care person | 
i Routine decisions defined 


by protocols 
Referred patients Ca 
{ Medic 


records & 


Recommended therapy 
O Information about 
hospit emergencies 


Corrections of 
mistakes & teaching 


| eeecsssessencaee 


Decisions about community 
emergencies 


Special decisions and 
decision about emergencies 
ndividual cases 


Summaries & Reports 


‘ : Special and non 
Imo >ment ice 
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Fig. 1. Organization of a primary medical system 


serious constraints are placed on hiring and firing, Whatever we do is done in the belief that it will—or 
because community participation in running a medi- . will not—have certain consequences, and we concep- 
cal care system will inevitably result in pressures to tualize a chain of causality between our actions and 
hire and fire that are irrelevant, or even detrimental their consequences. The chains of causality are 
to technical performance evolved in accordance with our perception of the 
An important non-technical skill in clinical medi- material and spiritual worlds we live in. In the context 
cine is called “bedside manner”. When the community of health and disease, the perception of actuality 
participates effectively in the medical care system, and therefore of these causal chains—by urban 
Primary Care Persons who fail in this regard will Western physicians and by rural Amerindian peasants 
not be able to hold their jobs. This is already evident is very different. This difference is one of the major 
barriers to the adoption of new technology in under- 


wherever the political process enters into the assign- 
insuperable 


ment of primary medical care personnel, as is gener-' developed areas and often presents 
ally the case in most of Latin America. Unfortunately, obstacles even to the organization of a production 
at present, this control by popularity over a Primary belt in a factory where the only action required of 
Care Person is not tempered by any control over the — the worker is the turning of a screw as it is presented 
technical quality of medical care provided. to him. 

I would hope that the institution of a quality con- One would, therefore, think that training for medi- 
trol system that is both agreed upon and understood cal care would be impossible under such circum- 
and overseen by the community would permit merit — stances. This is fortunately not the case if the reason 
to be rewarded appropriately. This means that the for the performance of tasks can be conceptualized 
perceived needs of the community must be recog- by the Primary Care Personnel. 
nized, and that quality control must be instituted to If we wish to impart proven benefits of Western 
medicine, we must be sure that cases of what Western 
medicine perceives as a single diagnostic entity are 
treated similarly, even if they are perceived as being 
different illnesses in the local culture. I have occa- 

The training of personnel for primary medical care sionally seen instances in local cultures where the 
depends partly upon their previous education and same evidence seemed to result in different conclu- 
sions. Better knowledge of the culture revealed under- 


assure that those needs are met. 


IV TRAINING 


experience. 
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lying assumptions and perceptions which made these 
conclusions perfectly logical. This means that the 
development of task descriptions and their rationale 
must be developed in the culture where the tasks will 
be practiced. Fortunately, the number of tasks is rela- 
tively few for the Primary Care Personnel. We devel- 
oped such a compendium of task performances [8] 
for curative medicine together with “auxiliares de 
enfermeria” in Guatemala, and it describes 64 thera- 
peutic entities. This compendium could not, however, 
be adopted by Amerindians of the Peten, who are 
culturally different, and where a different compen- 
dium was needed. Standard operating procedures for 
preventive medicine were also developed and de- 
scribed four operational entities—all related to immu- 
nizations. 

Because the Primary Care Person is trained to do 
only those tasks he must perform often, the most effi- 
cient training (Table 6) is done on the job and under 
the supervision of an experienced Primary Care Per- 
son. It consists first of observations and memorization 
of the contents of the compendium of task perform- 
ances, then of practice in the presence of the experi- 
enced Primary Care Person and last, of practice with 
less and less direct observation by the experienced 
Primary Care Person. It is important that the super- 
visory levels of the primary care system keep in close 
touch with the experienced Primary Care Person and 
with the trainee during training, because during 
this training misconceptions by the experienced Pri- 
mary Care Person of the meaning and implications 
of medical care often become apparent, even though 
they have little immediate effect on the quality of 
medical care given by the experienced Primary Care 
Person. 

When a Primary Care Person is trained to the 
point when direct observation by an experienced Pri- 
mary Care Person is no longer necessary, this does 
not mean that a Primary Care Person’s training is 
over. The major training will now come from the Pri- 
mary Care Personnel Supervisor as a result of the 
quality control procedures. Each time a task is per- 
formed inadequately that task will be reviewed with 
the Primary Care Person, and the deficiencies cor- 
rected immediately. Occasionally, as the compendium 
of task performance is improved, meetings with Pri- 
mary Care Personnel will be necessary in order to 
determine with them what improvements are needed. 
Not only do these meetings provide training but, in 
addition, they are important motivators for better 
performance, if the Primary Care Personnel feel that 
their contributions are seriously considered. 

Setting up and supervising an apprenticeship sys- 
tem is difficult for most normally trained medical per- 


Table 6. Training of a Primary Care Person 


12 yr 


(1) Primary education: 6 


(2) Learn standard operating procedures 
manual and observe experienced Primary 
Care Person 1-2 weeks 
(3) Practice in presence of an experienced 


Primary Care Person 3-6 months 


(4) Practice under supervision of Primary 


Care Person Forever 
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sonnel, who seem to believe that one learns more by 
being talked at than by actualiy practicing the think- 
ing and skills demanded. The classroom model, so 
foreign to the experience of many Primary Care Per- 
sonnel trainees, puts no constraints on the lecturer’s 
inclination to discuss esoteric medical curiosities, 
whether or not the listeners understand the discus- 
sion, as long as the rote, verbal responses are the 
expected ones. Maybe this is the reason for its fascina- 
tion to the lecturer. Whatever the reason, a major 
obstacle in training new personnel for a primary care 
system as outlined here, is that physicians do not 
know how to implement and supervise an appropriate 
apprenticeship system 


V. PROCESS QUALITY CONTROI 
AND THE MANAGEMENT OF 
PRIMARY MEDICAL CARE 


In both the training of new personnel and the 
supervision of their work performance, the tasks that 


can be judged on the basis of protocols are 


(a) Do the personnel perform the tasks according 
to the task description? 


(b) Are the personnel imparting the knowledge t 


tO 
the family as described in the task performance? In 
other words, do the patients understand the instruc- 


tions they are given for health habits, preventive 


measures and curative actions 


(c) Are the personnel motivating the family to im- 
plement this knowledge? In other words. is the family 
using its knowledge effectively 


Primary Care Personnel 


tasks 


The judgment of whether 
above 


addresses the process of medical care. It is 


are implementing the adequately 
a process 
quality control, and it is necessary for the manage- 
ment of the Primary Care Personnel 

I have only instituted formal quality control sys- 
tems that involved the first of the above three types 
of tasks. I will draw upon that experience to illustrate 
when setting up a quality control 
system task important 


that the judgment of adequacy for each individual 


the principle that 
based on performance, it is 
task be simple and unambiguous 
Ambiguous judgment arises first of all if the per- 
formance of tasks has not been adequately defined 
The definition of task performance is a prerequisite 
for training. If it 
no ambiguity in judging work performance. In fact, 


i 


is done properly, there should be 


as one uses the description of task performance for 
quality control, it is surprising to discover how ambi- 
guous training manuals really are. This should result 
in constant revision of the task descriptions until the 
task performance can be judged unambiguously. The 
process requires the participation of a qualified phys- 
ician with special training in this type of work. Such 
training for physicians doesn’t exist at present, which 
is the major obstacle to implementing this type of 
system. The reason why one needs a physician is that, 
until the tasks are unambiguous, the necessary 
changes in their description must conform to modern 
medical theory. Judgement of task performance is 
also ambiguous if the task can be perceived to be 
made up of steps, some of which are and some of 
which are not performed adequately. Thus, each task 
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Summary of immunization coverage (artificial 
data) 


Table 


Number of children 
Due 
immu- 
nization 


Immu- Coverage 


Month nized 


March Ist DPT and Polio 120 100 
2nd DPT and Polio 150 110 
3rd DPT and Polio 80 
BCG ; 90 
Measles 120 


must be broken up into steps. I will give two 


examples, one from preventive and the other from 


curative medicine. 

Adequate performance in immunization means that 
a certain proportion of those who should be im- 
munized are in fact immunized. This can be assessed 
by records (Table 7) that show both when individual 
immunizations are due and whether they were 
received at that time. These records often reveal in- 
adequacies, which, however, may be due to factors 
outside the Primary Care Person’s control. One com- 
mon claim is that the vaccines were not available. 
This step within the overall task of immunization can 
be subjected to its own control system—usually a 
matter of setting up a purchasing system before sup- 
plies run out. 

Another common claim is that nobody is at home 
when either an appointment or follow-up visits are 
made. This step should then be documented and dis- 
cussed with the community to devise a better appoint- 
ment system—often a matter of changing the hours 
for home visits. Such documentation is also necessary 
when the person who visits the homes is different 
from the person who immunizes, which was the case 
in Guatemala and appears to be the case usually. 

A common complaint is that the community is 
peculiarly refractory. Here again appointment docu- 
mentation is a first step to working out this problem 
with the community. This occasionally leads to the 
rotation of Primary Care Persons, those who visit 
as well as those who immunize, and this rotation will 
reveal whether this lack of cooperation is really a 
community problem. If it is, it means that the “com- 
munity development” step necessary for community 
cooperation was inadequate. 

An example of ambiguous judgment in curative 
medicine is the patient with pneumonia which is diag- 
nosed as an upper respiratory infection and treated 
with penicillin. The overall treatment was correct, 
according to our “Guia Terapeutica”, but the diag- 
nosis was wrong; and the therapy for common colds 
was wrong. Judgment of the handling of this case 
is ambiguous because, unless one judges each step 
separately, the subjective impression is that the Pri- 
mary Care Person muddles through all right. Judging 
each step in this case reveals serious deficiencies in 
the task performance, which would have potentially 
detrimental results for other patients. Thus, in cura- 
tive medicine we broke down patient management 
into three steps, history taking and physical examin- 
ation, diagnosis (given the history), and therapy (given 
the diagnosis). Each step was judged separately. If 
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a Single step was wrong the patient was considered 
inadequately managed. The assessment of the history- 
taking step was done by reinterviewing a subsample 
of patients after the Primary Care Person had 
handled the case. The other steps were judged on the 
basis of the Primary Care Person’s records, which 
are always necessary for patient management and 
follow-up. 

Medical records can be time-consuming, but within 
the concept that primary medical care only deals with 
common problems and that these are limited, the 
amount of information necessary for therapeutic or 
referral decisions is greatly reduced from that usually 
obtained in a medical history and examination. The 
total medical record was usually less than two lines 
long, but it was clearly divided into the three steps 
for quick evaluation. 

Our three steps of patient management should be 
complemented by a fourth one: patient follow-up 
(given the diagnosis). Most of our failures (see section 
VIII) were due to inadequate follow-up. 

Any numerical quality control system depends 
upon the collection, the handling, and the interpre- 
tation of data. The amount of data must, however, 
be kept to an absolute minimum. 


VI. DATA COLLECTION FOR 
QUALITY CONTROL 


Since each step can be judged as good or bad, tally- 
ing by 1 or O respectively permits the collection of 
both the numerator of well-managed patients for a 
given step (the number of 1’s) and the denominator 
(the tctal of 0’s and 1’s) of all patients that are well- 
managed at this step. The use of a percentage permits 
the sampling of a different number of patients at dif- 
ferent steps, without worrying about different denomi- 
nators. This subsampling is important because one 


.needs to sample fewer of the patients treated by ex- 


perienced Primary Care Personnel who do well, than 
of those treated by new Primary Care Personnel. 
Also, certain steps liable to error need a higher sub- 
sampling rate than other steps less liable to error. 

Appropriate subsampling can result in important 
savings in time with little decrease in the documented 
quality of task performance. I have a rule of thumb 
which, though not efficient for statistical precision, 
is efficient for identifying and correcting common mis- 
takes. This rule of thumb states that an adequacy 
rate of 75% or lower should have a 100% sampling. 
One may then decrease the subsampling rate by 
about 4% for every 1% rise in the adequacy rate with 
a month’s lag, or its equivalent if subsampling is done 
by decreasing the frequency of sampling. We tried 
not to go below a subsampling rate of 5°, however 
good the adequacy rate was. I think that in a well 
established primary medical care system one could 
manage with a 1% subsampling ratio for adequacy 
rates of 96% or better. This would permit decreasing 
the frequency of supervisory visits to one every three 
months for competent, full-time Primary Care Per- 
sonnel. 

As the quality control system evolves one will find 
that certain steps may be omitted from control 
because their adequacy can be measured by the 
results of a later step. For instance, if immunization 
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coverage is adequate, intermediary steps need no 
longer be quality-controlled, because they have 
obviously been adequate, too. 

In any quality control procedure it is important 
that the falsification by the Primary Care Personnel 
of the information forming the basis of the quality 
control be more difficult than the correct performance 
of the task. For instance, it is easier to make a correct 
diagnosis on the basis of a medical history and to 
record that diagnosis than it is to make a wrong diag- 
nosis and yet record a correct diagnosis. When the 
information can be falsified more easily than the task 
can be correctly performed, it is important that 
someone else collect the information. For instance, 
if one wishes to ascertain a Primary Care Person’s 
capability of giving medical advice to patients, 
someone else other thanthe Primary Care Person should 
interview the patients to ascertain whether they have 
understood the advice. Occasionally one must use 
falsifiable information, especially in collecting data 
related to coverage, such as the proportion of people 
actually immunized who should be immunized. When 
this is the case, validation methods are important 
In the example I have just given, for instance, immu- 
nization booklets kept by the mother provide a means 
to validate the reported coverage. 

Similarly, poor supervisors will tend to be lenient 
in assessing the quality of work performed by their 
subordinates. This requires procedures to spot-check 
the supervisors’ judgments. 


Vil. HANDLING OF QUALITY 
CONTROL DATA 


Quality control figures that cannot be challenged 
by the Primary Care Personnel are unjust, because 
data handling occasionally results in mistakes. There- 
fore, a copy of the data used to assess the quality 
control, as summary table 
specific Primary Care Person’s work, should be left 
with the Primary Care Personnel 

Given the data collection system outlined above 
for curative care the easiest way to present the data 


well as the 


assessing a 


is to show for each Primary Care Person the percent 
of adequate management for each step (Tables 8 
and 9). This is sufficient for administrative purposes 

Inspection of this table, taken from actual field 
data, clearly reveals who supervision 
Grouping these results for each Primary Care Person 
over time permits an assessment of the Primary Care 
Person’s improvement. Where expected improve- 
ment does not occur, the supervisor’s work must be 
assessed. If that is adequate, as judged in part from 
the performance of other Primary Care Personnel 
under the same supervisor, one may have to replace 
the Primary Care Person. 

The fact that the sum of the percent of steps that 
are well managed does not add up to the percent 
of all cases that are well managed will not interfere 
with making the inferences necessary for administra- 
tive action. 

If one wishes to use quality control information 
to make quantitative statements about the total per- 
centage of well managed cases and the exact relative 
contributions of each step to the overall adequacy 
of treatment, one must review the same cases for all 


needs close 


steps (Fig. 2) or the computations become more com- 
plicated [9]. Figure 2 comes from the MEDEX pro- 
gram at the University of Hawaii, which has intro- 
duced this quality control into the training [10] of 
their MEDEX (their term for their Primary Care 
Personnel), so that such supervision can continue 
after the MEDEX graduate. Figure 3 shows how the 
results of Fig. 2 can be graphed to judge changes 
in the quality of patient management. 

In my experience a listing of those cases where 
various steps within a single case are mismanaged 
has proved useful, because these cases usually have 
poor task descriptions for their management. Because 
of the nature of the training and the quality control 
of the primary medical care outlined here, these cases 
will tend to occur rather infrequently. This listing will 
tend to identify them so that correction can be made. 


Vill. VALIDATION OF 
QUALITY CONTROL 


THE 
SYSTEM 
There are different degrees of validation for 
quality control of a primary medical care system. ( 

is evidence that the system improves health. Such ev 
dence must be based upon population data 

dual case histories are useless for this purpose because 
the determinants of survival are so numerous that 
the role of medical care cannot be adequately deter- 
Even 


mined in individual cases of death or survival 


if one could ascertain the effect of medical care pro- 
vided by a single Primary Care Person on an indivi- 
dual, this would not permit one to assess the impact 
of the medical care system as 


11 


survival 


The proce¢ 


requires 


1 a system 


> and from 


> 9. Summary of 


Number 
ofcases Incorrect diagnosis 


Number Percent 


Incorrect Steps in Records 
Incorrect therapy 
seen Number Percent 
943 0.6 

&99 7 0.3 

945 l 

881 2 

600 5 
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PRECEPTORSHIP OBSERVATION. 


Total cases. 


Week 2 > os 5 6 evaluated % Errors 
Weekly * “a ‘ by area 
case total 30 35. 46 @5 SO SO 250 
DC ie) 9 9 8 2 | 39 16 
Dx 12 O 6 6 e) 2 36 16 
Rx 15 (@) 10 8 6 6 54 26 
cc 6 4 4 | | re) 16 3 
Total errors 41 33 29 23 9 9 KEY 
Total steps 20 140 160 180 200 200 pc-p 
ic f ct ' . = Data collection 
(Case total x 4 Dx = Presumptive 
% Errors of all Diagnosis 
steps 33 | | 4 4 Rx= Treatment 
Total errors = ee CC= Continuing Care 
pinto steps 
% Steps well ¢7 77 82 87 96 96 x = Preceptor 
Managed observation 
Fig. 2. MEDEX evaluation system 


deaths of their children is more reliable. Such a survey 
can differentiate between the health benefits of a 
medical care system and the general country wide 
trends in health, if it is done once before the primary 
medical care system is initiated, or shortly thereafter, 
and then repeated a few years later; and if it is done 
in areas which benefit from the system and in com- 
parable areas which do not. Even if it can only be 
done once in the areas benefiting from the primary 
medical care systems, we found that the impact of 
a primary medical care system is so striking on the 
infant (a 2/3 reduction) and the 1-4 year old (a 3/4 
reduction) death rates [11] that the demonstration of 
benefit from the medical system is little affected by the 
underreporting biases associated with the frequent 
deaths before, as compared with after, the implemen- 
tation of the medical care system. Such surveys, how- 
ever, do require certain skills so that outside advice 
should be sought from family growth survey experts. 

Similarly, antibody titration should be done occa- 
sionally on a small subsample of the population to 
assure the quality of the antigens and the immuni- 
zation techniques. A monitoring system for prevent- 
able epidemic diseases does not work well, within a 
primary care system, unless it can be done indepen- 
dently of those responsible for immunization cover- 
age. I have seen such monitoring by the immunizers 
suppress information about major epidemics of 
measles. If it must be set up independently of those 
responsible for the immunization, it will probably be 
more expensive than a survey of antibody titers in 


selected subsamples 


orrectly 


o 


“% Steps managed 


40! a 


2 3 4 5 6 
WEEKS 
Fig. 3. Student performance evaluation—overall case 


Management. 
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Morbidity surveys are very difficult to conduct 
[12], and the results are difficult to interpret. But 
tallies of the age-specific prevalence of “adequate” 
growth are an indication of the general health and 
nutrition of preschool children, just as tallies of small- 
for-date babies are probably indicative of maternal 
malnutrition where the prevalence of small-for-date 
babies is high [13]. 

Another lower level of validation focuses attention 
on exceptional cases where mismanagement is very 
likely to occur. Such is a review of the management 
of those patients who die. The management of fatal 
cases IS a sensitive indicator of deficiencies in curative 
care. We found, for instance, that although our man- 
agement was adequate for certain diseases in children, 
including referral to hospitals, we sometimes failed 
to assure hospitalization and, as a result, some 
children who might have been saved, died. Their 
parents had failed to follow our advice because know- 
ing their children were critically ill, yet unable to bear 
the costs of an undertaker if death occurred, they 
could not bear the thought of possibly having to 
abandon their children’s bodies. Such could 
have been easily borne by the primary medical care 


costs 


system, because such deaths were in fact rare. 

The other validation of the management of curative 
medicine is a review of those patients referred to 
hospitals. This review revealed deficiencies in our task 
description and in our internal primary care referral 
system. When these deficiencies were corrected, our 
hospital referral rate was cut by 90°, to one-tenth 
of its initial rate. 

At a still lower level of validation, quality control 
data systems can be validated through the use of inde- 
pendent sources of information such as, for example, 
the validation of immunizations coverage data by 
using records kept by mothers 


IX. COST 


The cost of quality control, as it is outlined here, 
will be between 10—15°,, of the costs of a new primary 
medical care system. It will probably permit savings 
in the order of 30% or higher in medicines, not to 
mention a manyfold increase in effectiveness. As the 
system evolves, the quality control costs will probably 
fall to less than 5°, of the primary care costs 


X. WARNINGS AND WISHFUL 
THINKING 


Although the procedures that have been described 
are simple and the costs modest, it is difficult to im- 
plement and, above all, to maintain such a quality 
control system because it runs counter to a_ basic 
assumption in the training of physicians and nurses 
today. 

While the delegation of preventive tasks to non- 
professionals is generally accepted by today’s medical 
professionals, the delegation of diagnostic and thera- 
peutic tasks is not; and the idea that these tasks can 
be programmed is contrary to modern medical 
training. 

The concept of supervision by recorded task per- 
formance is foreign to those who are trained to super- 
vise by subjective observation. The arithmetic skills 
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necessary for handling the quality control data are 
often lacking in many groups of medical profes- 
sionals, who further feel that unless they are laying 
hands on their patients they are forsaking their 
professional obligations. 

Only too often primary medical care systems, 
which have quality control, function solely because 
of the influence of a single person high in the 
hierarchy. When this person leaves, the system of care 
continues to function, but the quality of care falls 
off rapidly, with increased infant and childhood 
mortality that becomes visible within a year or two. 

In Latin America there is no shortage of highly 
motivated personnel who can be trained as Primary 
Care Personnel, nor of personnel who can function 
as their immediate supervisors. 

What is lacking is team leaders. It is essential for 
primary medical care that we train team leaders who 
know the modern general practice of medicine, who 


know how to elicit the cooperation and support of 


the communities in which they work, and who know 
how to develop task performance protocols. They 
must also know how to implement and supervise the 
type of quality control I have described, and they 
must know motivate the Primary Care 
Personnel. 

The intellectual challenge in the diagnosis and 
treatment of referral cases is much greater than that 
in the practice of most general practitioners or pedia- 
tricians. The emotional rewards of being responsible 


how to 


for the high quality primary medical care of tens of 


thousands of persons and the social prestige of being 
a team leader of scores of Primary Care Persons are 
considerable. Because this system is so much more 
cost-effective than the usual system of medical care, 
it should be possible to renumerate the physicians 
engaged in it at levels high enough to attract and 
hold them. A major problem for physicians in under- 
developed areas is assuring that their families have 
adequate cultural and educational facilities. The 
organization of a primary medical care system on the 
model described would allow many physician team 
leaders to live in towns where these amenities are 
available. A curriculum to train such community 
physicians would place more stress on socio-anthro- 
pology and community development than on cystic 
fibrosis and heart surgery. The wide-spread imple- 


mentation of primary medical care integrating the 


community, the family, and non-physician personnel 
under the leadership of community physicians, is an 
important and difficult task, which would improve 
the general health of the world more than any new 
scientific findings. 
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Abstract 


Several international agencies have recently passed resolutions calling for increased compre- 


hension of the interactions at the interface which links social organization of the community with 
systems of health care so as to make synergism possible. One of the bases on which more synergistic 
relationships can be built is by development and utilization of a comparative anthropology of health 
beliefs similar to the comparative epidemiological studies which have made such major contributions 
to the understanding of multiple causes of diseases. Another is the development of more centrifugal 
comprehensive care services reaching out to rural communities and integrating both traditional healers 
and local community leaders. A new partnership between official cosmopolitan medicine and local 
resources holds a promise of bringing back some of the human concern and hope that health systems 


need if they are really going to meet social needs 


A little girl was painting a goldfish swimming in a 
blue bowl. When she was asked why the fish turned 
out to be as blue as the bowl her response was, “I 
couldn’t get my hands inside the bowl to make the 
fish gold”. We are having trouble getting our hands 
inside this bowl of indigenous systems of medicine 


because of cross-cultural constraints, because some of 


us are inside our own bow! of scientific medicine and 
because we are only beginning to have adequate tools 
for analysis of cross-cultural, complex, organizational, 
and social systems. 


Il. SUMMARY COMMENTS ABOUT 
CONFERENCE PRESENTATIONS 


I am struck by two things about the progress that 
has been made since two other meetings on this topic 
organized by Charles Leslie. These were the excellent 


Burg—Wartenburg Symposium on Asian Systems of 


Health Care and the National Council for Inter- 
national Health Special Workshop during the annual 
conference at Reston. First, there has been a refresh- 
ing lack of jargon in our interdisciplinary approach 
to these complex problems. Second, we have been 
presented with specific data from studies with increas- 
ingly sophisticated research design. 


I will summarize briefly some features of each of 


the studies reported here. 


(1) Dr. Tollani Asuni’s paper showed how the heal- 
ing power of village communities can be used in car- 
ing for psychiatric patients. The innovative pragma- 
tism of his methodology arises directly out of intimate 
day-to-day working with patients. 

(2) Dr. Kapur used participant observation to 
work with two “Mantriwadas” for periods of two and 
three months to get a detailed and intimate perspec- 
tive on their practice. Earlier, he had obtained general 
information on the total group of indigenous practi- 
tioners in a town. His approach was primarily from 
the perspective of the healers. 

(3) Drs. Fabrega and Manning presented a coura- 
geous attempt to get detailed quantitative information 
from the perspective of patients. They chose hypoth- 


eses which are explicitly oriented toward the ill per- 
son following their definition of being concerned with 
illness rather than disease. 

(4) Dr. Kleinman’s ambitious exploration of the in- 
teractions between practitioners and clients bridges 
Kapur’s perspective on practitioners and that of 
Fabrega and Manning on patients. He also tried to 
quantitate outcome over time which is much needed. 

(5) Dr. Habicht turned our attention to methodo- 
logical research on quality control in any health sys- 
tem where a hierarchy has control of practitioners 
in direct contrast to the situation that prevails with 
privately employed indigenous practitioners. He 
raised the issue of studying alternative ways of getting 
effective health services to rural areas at low 
through minimally trained auxiliaries 

(6) The presentation by Levy et al. started off to 
test an anthropological dictum about patterns of 
selection of Navajo practitioners but moved on into 
a patient oriented discussion of culturogenic causa- 
tion of epilepsy and hysteria. 


cost 


In summary, two studies were patient oriented, two 
studies were practitioner oriented, and two were in 
between, dealing with interactions between patients 
and practitioners. This is a good balance. More than 
half the presentations were heavily oriented toward 
psychiatry and mental ‘illness. The methodology in 
these reports has been mainly survey research with 
some effort to go beyond descriptive data, to define 
dynamics, and test hypotheses. That is a definite step 
forward. 

Two fundamental questions were raised during the 
discussion period that I will respond to briefly. 


(1) What is the relative appropriateness of observa- 
tional research as compared with intervention 
research? 


This question revealed major philosophical differ- 
ences which underlie not only the research approach 
but more fundamentally researchers’ perceptions of 
their roles in life. Those who favor intervention 
research tend to have an activist commitment to the 
betterment of the human condition. This belief led 
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them to train as physicians or other health workers, 
to advocate investment in medical services, to partici- 
pate in changing community care systems and wher- 
ever possible to get involved in policy making. At 
the extreme, they believe that any research involving 
human beings is unethical unless it entails or leads 
in the immediate future to an improvement in the 
well-being of those being studied and of others like 
them. They believe that other research is immoral 
because it gives nothing in return for the participation 
of the subject or the group. 

Those who favor observational research tend, on 
the other hand, to be concerned with understanding 
man’s true nature and, therefore, have directed their 
careers towards understanding psychic and social 
structures and processes. The search for basic knowl- 
edge and truth entails a need for freedom in thought 
and action, and those who tend to favor observational 
research can be found in academic positions which 
ensure this freedom. At the extreme they believe that 
all interventions are manipulative because they pro- 
duce changes that cannot be fully controlled by the 
individual or the society which acquiesces to being 
studied. Interventions, therefore, may impose unfore- 
seen personal constraints and negative consequences 
which could be considered unethical 1n the sense that 
no one can really define risks as a basis for informed 
consent 

It is rare that there is enough of a dialogue, as 
occurred at this conference, for these positions to be 
enunciated so clearly. Even though extreme positions 
the opinions expressed 


{ 


seem irreconciliable most of 


were much more moderate. It was recognized that 
there is a place and need for both observational 
and intervention studies, but that both 


These safeguards should 


research 
require ethical safeguards. 
assure that the research is well-designed to warrant 
the sacrifices made by the participants, and to ensure 
that the return to the participants and society are 


commensurate with the costs of their participation 


(2) Tne second question that has been raised is 
related—does international research have an intrinsic 
tendency to impose value change and the hazard of 


doing more harm than good? 


Those of us who do international research worry a 
lot about this question. I have spent about half of 
my life living and working in villages with much iden- 


tification with the villagers’ way of life. The reality 
of learning to respond to sincerely expressed needs 
for cooperation is quite different from current rhetoric 
about this being neocolonial. The problems that need 
research are mutual and new solutions will contribute 
to all participants. Just as our professional expertise 
can be useful to those in other countries, their experi- 
ence can be useful to us, especially since United States 
health policy related to primary care is in a shambles, 
and we can learn much from international compara- 
tive studies of the healing process. 

I have developed the practice in summarizing meet- 
ings of jotting down quotations epitomizing papers. 
The following string of quotes includes at least one 
from every speaker and discussant. 

Dr. Rubel, in his introduction, challenged the con- 
ference to answer four questions: 


(1) Are indigenous healers successful? 
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(2) By what means can we measure their success? 

(3) Is their level of performance such as to warrant their 
incorporation into official health services? 

(4) Where evaluation has been done in societies where 
both are working together, what are the salient problems 
and do overall results warrant general adoption?” 


Quotations from others were: 


“Most of the vocal and strong proponents of the 
idea of integrating traditional healing practice with 
health care delivery are foreigners to the situation.” 

“The role of the physician—priest from which most 
traditional healers emanate is broader than that of 
a physician or psychiatrist 

“The question of cooperation of traditional and 
modern healing practice does not pose a great prob- 
lem to the consumer his concept of disease allows 
for this. While modern medicine can produce a cure, 
it does not deal with what is regarded as the basic 
cause of his illness, which may be a curse.” 

“People have a great capacity for compartmentaliz- 
ing. If training is specifically directed towards skills 
and techniques it need not affect the ideas and beliefs 
of the people.” 

“The people 
seemed to be more interested 
trouble rather than its nature. 
them they 


spiritualist healer) 
in the cause of their 
As soon as the cause 
to 


(consulting a 


was explained t seemed feel vindi- 


cated 
“Consultation on the causes of illnesses normally 


considered ‘serious’ by trained psychiatrists was 
100%.” 

“Whatever can be measured is extremely crude, 
whatever needs to be measured is too subtle to 


measure with present instruments.” 
“Healing is always a kind of socially generated pro- 


cess. Once an individual takes on the ‘sick role’ a 
health management group is mobilized.” 
“How can allopathic physicians modify their 


abrupt and authoritarian behavior to better resolve 
the moral conflicts of patients?” 

“In psychiatry, especially, 
about what the hell does any good. 


between systems you move between totally different 


we are very conflicted 


. When moving 


points of view, aimed at completely different aspects.” 

“We need a new concept of disease as distinguished 
from illness. Illness is determined by local culture. 
Disease can be an international language for interpre- 
tation.” 

can’t speak of ‘folk medicine’ as homogeneous 
even in the same region.” 

“... indigenous healing is effective because it is 
principally concerned with treating...the psychoso- 
cial and cultural problems (illness) generated by dis- 
Gabe” 

“Indigenous practitioners ...seem to be remarkably 
skilled at judging when to talk about the disease 

.and when to talk in terms of... the illness. West- 
ern-style doctors seem to have considerable difficulty 
in doing this.” 

“...my research suggests that more indigenous 
practitioners ...cannot be trained to systematically 
recognize, refer, or treat disease. They cannot be in- 
corporated into modern health care organizations.” 

“What are the pathways to the different sorts of 
healers?” 
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“We physicians know something about illness, but 
almost nothing about life, or about health.” 

“The next such conference might be not of physi- 
cians; but of traditional healers trying to decide how 
to integrate us.” 

“It is difficult to talk about ‘integration’ with tradi- 
tional healers, when Western medicine is becoming 
more specialized and less integrated itself.” 

“A corollary of the concept that family health 
habits are an integral part of the primary health care 
system is that the community itself must participate 
in setting and attaining health goals. This means that 
primary health care becomes a part of community 
development.” 

“A curriculum to train such community physicians 
would place more stress on social anthropology and 
community development than on cystic fibrosis and 
heart surgery. The results would improve the general 
health of the world more than a cure for cancer.” 

“Though the culture may arbitrarily define some 
signs (of disease) as evidence of a supernatural gift, 
the individual...who displays them may simply be 
unable to perform the tasks appropriate to the sha- 
manistic role.” 

“Society, it would seem, finds it easier to condemn 
than to cure at least where the labelling of major 
mental symptoms is involved.” 

“The influence of cultural 
presentation, not the formulation of symptoms.” 

“One of the shortcomings of anthropology has been 
that it doesn’t know enough about its own cultural 
the biomedical.” 


variables was on the 


tradition 


Il. IMPLICATIONS FOR 
HEALTH CARE 


Much of my teaching in recent years has focused 


on health planning and I would like to undertake 


a health planning analysis of the problem. I will talk 
mainly about implications for the developing coun- 
tries but throughout I accept as an assumption that 
we have a fascinatingly diverse and quantitatively sig- 
nificant range of indigenous systems of health care 
in developed countries and that we have much to 
learn from studies overseas. 

In planning we tend to think in terms of immediate 
realities, decisions need to be made now on the basis 
of available information. But the planning process 
requires that gaps in information be defined and 
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measures for information collection be set up so that 
in the next round of the planning cycle there will 
be more knowledge on which judgements can be 
based. That is where communication with academic 
research is needed. In going through the stages of 
the planning process the crucial decisions about 
priority setting and choice between defined program 
alternatives require progressive improvement of the 
information base to get increasingly precise benefit 
cost judgements. In this we have come to rely increas- 
ingly on the conceptual model of input—output—out- 
come analysis (Fig. 1). Most policy decisions by politi- 
cians and administrators are based on a shifting mix 
of: precedent, pressure groups with political clout, in- 
terests generated by a personal problem, historical 
bias, recent transient impressions, or pure intuition. 
The role of the planner is to begin to try to bring 
knowledge to bear on specific questions, but the data 
are usually in the wrong form or in the wrong place. 
Figure 1 shows some of the items of knowledge that 
are needed 

Under inputs, we need data on health needs. We 
in planning refer to the spectrum of perceived illness 
and organic disease as being recognized by the two 


forces of public demand and professionally deter- 
mined need. We need data on what the various health 
systems can and do provide in different categories 


of health care. What is the relative cost? What organi- 
zational arrangements are needed, especially if com- 
munity 


the training requirements and constraints? etc 


participation is to be mobilized? What are 
Under outputs, we need infor 

actually provided by 

and their potential 

patient visits, prey 


accessibility, et 
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Fig. 2. Research patterns. 


Type of study 


Measurement methods* 


Time frame 


Descriptive Perceptions of illness 


Hypotheses to test 
specific interactions 


Multivariate model analysis Validated indices 


* Social Science, Clinical, Laboratory, Environmental—Epidemiological Cost and Service Indices—Health Planning. 


miological data on needs and budget and personnel 
data on resources. Data are usually collected accord- 
ing to units of measurement that provide no basis for 
comparability unless the whole system has been care- 
fully designed for data linkage from the beginning. 

We have developed a methodology for putting data 
from various sources into functional terms for plan- 
ning and policy purposes. In Fig. 2 a rough categori- 
zation of items is provided. To measure perceptions 
of illness or public demand we turn to social science 
methods. To put together clinicai, laboratory and en- 
vironmental data we use epidemiological methods 
For the important information on cost and service 
indices, health planners have had to come up with 
their own methods. 

In a diagram (Fig. 2) dealing with research patterns 
I have collapsed many categories of studies under 
three headings 

(1) Firstly I look at descriptive studies. In setting 
a time frame for a study it is worth recognizing that 
descriptive studies can often be done at lower cost 
than experimental studies which often require a pro- 
spective design. This makes cross-sectional retrospec- 
tive surveys more appropriate than longitudinal pro- 
spective research for investigating the simpler ques- 
tions. 

(2) A second type of study is much more analytic 
and focuses on hypothesis testing, especially to work 
out the dynamics and possibly the causal relation- 
ships in specific interactions. The methods of 
measurement applicable to studies of indigenous 
practitioners would be derived from the three cate- 
gories defined under descriptive studies. 

It is important that they be validated and have 
accepted interpretations. When these interpretations 
imply measured cause and effect relationships an un- 
derstanding of their repeatability, sensitivity, and 
specificity is important for planning purposes. Thus, 


for instance, it is not enough to know that a certain. 


action is associated with good health. The quantitive 
relationship must also be stable within the range of 
proposed interventions if cost-effectiveness decisions 
are to be made. Under time frame I have indicated 
that such analytic approaches can again usually be 
done in a cross-sectional approach, but that a longi- 
tudinal prospective study may be required to isolate 
specific variables. Particular care is needed in sam- 
pling, statistical tests, and the most difficult problem 
of all, which is to obtain a valid control or compari- 
son group. May I just remind you of the aphorism 
that “everyone believes the data except the researcher, 
but no one believes the hypothesis except the 
researcher”. 


Validated measures with accepted interpretations 
(repeatability, sensitivity. specificity) 


Cross-sectional 
longitudinal survey 
Cross-sectional 
longitudinal survey 
Prospective longitudinal 


cross-sectional 


(3) Finally, I have included multivariate model 
analysis. With problems of the complexity of whole 
systems of medical care, simple testing of separate 
hypotheses is not enough. For planning you even- 
tually have to look at all the variables in their syner- 
gistic interactions, even though you may have to in- 
clude the black boxes of operations research at some 
points. Selected hypotheses often leave out the largest 
problems, both quantitatively and in their complexity. 
Measurement is usually reduced so as to validate in- 
dices for a wide range of variables rather than trying 
to measure a particular factor in depth. Prospective 
longitudinal research is often more useful than cross- 
sectional studies because so many variables have to 
be balanced, that real life situations need to be struc- 
tured to permit total patterns of interactions to be 
tested. 

You will note I have not yet mentioned interven- 
tion research, as distinguished from observational 
studies. Studies which need to have a specific inter- 
vention introduced are often necessary under hypoth- 
esis testing unless you are lucky enough to find a 
natural experiment. Intervention is even more usual 
in multivariate model prospective studies where the 
research may take the form of evaluation of an inno- 
vative program as it is being implemented 


IV. PLANNING DECISION MODEL 


Those of you who are purely academic may feel 
somewhat uncomfortable with the next section of my 
presentation. I will be assuming the pragmatic pos- 
ture of the planner asking you as academics what 
all of your accumulated wisdom means for program 
decisions. We will move into an exercise in which 
we hope to get your participation; we talk increas- 
ingly of community involvement—and you are my 
community. You can bring to bear your expert judge- 
ment for a matrix analysis with which you will prob- 
ably not be satisfied because it is so crude. Just going 
through the process should crystallize for you the ex- 
perience of how the tough decisions have to be 
balanced. I would like to stress that we will be taking 
into account only one part of the total decision tree, 
and there are many other issues that are equally im- 
portant, such as political pressures, professional un- 
ionism, generational lag in manpower planning, etc. 
I do not mean in any way to imply that this one 
model will solve all the problems about which we 
have been talking in this conference. 

Planning used to rely largely on intuitive judge- 
ment. Recently we have begun to use tools to get 
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Fig. 3. Health system inputs 
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infectious disease) 


(4) Perceived illness with 
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with defined course over 
time without signs 
(schizophrenia, angina) 


(5) Perceived illness with 
vague symptoms without signs 
(neuroses, leucorrhea, 


seminal emission) 


(6) Perceived illness but no 
organic disease (weakness. 
backache, tension headache) 


(7) Spiritual causation 
of illness and/or disease 


E = efficacy 
B/C = benefit/cost 


semi-quantification of expert judgement so that deci- 
sions will not be based only on the intuition of the 
top person in a hierarchy. We try to get balanced 
input from those who should know most about the 
subject. These decision tools include the nominal 
group or Delbecq technique, Delphi method, etc. We 
will ask you to go through a modified first stage Del- 
phi method using the form you have in Fig. 3. 

Now as to the form itself. It focuses on two of 
the components of the planning model, inputs and 
outcomes. Outputs are important, too, but to look 
at cost/effectiveness and benefit/cost judgements, out- 
comes are more definitive. 


(1) Inputs 

Repeatedly in this conference we have reiterated 
the principle that we cannot continue to look at indi- 
genous practioners as though they were all one cate- 
gory. Their diversity has typically been glossed over 
even by presumably sophisticated academic research 
workers. Any advance in applying knowledge to deci- 
sions requires that we do better, so I have offered 
seven categories. These range from: the family as part 
of the community; through faith healers and sha- 
mans; specialists in manipulation and special tech- 
niques such as acupuncture; herbalists and Vaidyas: 
untrained users of scientific medicine; auxiliary prac- 


E> B/C : : LBC 


titioners health profes- 


and physicians and othe 
sionals. I know that purists will complain about over- 
lapping and the fact that one practitioner may in fact 
more kinds of That does not 
worry me here because I am interested for this analy- 


do two or practice 
sis in functional categories, and the manpower distri- 
butions should be handled separately. I put in the 
untrained users of scientific medicines because I think 
they represent the most rapidly expanding group in 
most poor countries. Dr. Collado said yesterday that 
scientific medicine representing a minority of practi- 
tioners should not talk of incorporating the majority. 
He is right. The reverse is occurring with popular 
medicine rapidly absorbing the practices of scientific 
medicine. In a collaborative health manpower study 
of Turkey we found that although Ataturk had abol- 
ished the indigenous health systems with massive 
punitive repression, the vacuum had been filled by 
“needlemen” who were ex-army medics or hospital 
orderlies solidly established in all rural areas with 
thriving practices based on penicillin injections. There 
were 10,000 doctors and 40,000 “needlemen” in the 
country. At the conference in Ankara where official 
policy discussions were held on the findings of the 
manpower research, the most exquisitely dressed, 
handsome, distinguished-looking and articulate per- 
son present was the representative of the national 


82 CARL E. TAYLOR 


‘“needlemen’s” association. There have been almost no 
studies of such groups or the ways in which practices 
and systems interact. 


(2) Outcomes 


Primary attention in any research must be given 
to defining independent variables and being sure these 
are accurately measured. In most research on efficacy 
the independent variables will fall along the illness 
disease spectrum which has been defined at the con- 
To even approach precision a much more 
careful categorization is needed. We have talked 
much here about etiological concepts but have agreed 
that these are culturally determined and therefore 
probably not useful for comparative studies 
although perhaps very useful in understanding local 
dynamics. We have talked instead of clusters of symp- 
toms and of clinically determined signs of organic dis- 


ference 


ease 

In the matrix in Fig. 3 I have used three gradations 
of situations when illness is perceived, even though 
no clinical signs are present. These are the last three 
of a progressive definition of syndromes by symptom 
cluster and course. The sixth heading is distinguished 
from the fifth because it includes conditions in which 
only a single symptom is defined rather than a clus- 
tering of symptoms. I have included as an example 
of the fifth category the common, culturally-defined 
condition from the Indian subcontinent of leucorrhea 
in women and seminal emission or mild urethritis in 
men which are considered extremely debilitating with 
complex psychological derivation. As Dr. Kapur indi- 
condition is thought to represent loss of 
life force derived from the brain and was described 
in ancient classic Ayurvedic texts. The fourth category 
in the list describes conditions where the symptomatic 
syndrome has a more clearly defined course over time 
but still produces no physical signs and my examples 
are schizophrenia and angina pectoris 

The third category brings us to most organic dis- 
eases where there are both symptoms and measurable 
signs and laboratory tests. My examples in the list 
infarction and infections. The second 
category is most important as we approach consider- 
ation of possibilities of prevention. Conditions in 
which there are measurable findings before symptoms 
appear are those among which the most important 
and cost-effective measures in modern medicine can 
The new approaches described in 
Habicht’s paper, and in our Narangwal field research 
are based on using auxiliaries for surveillance of 
simple but common conditions using testing measures 
which identify the condition early. Such procedures 
can produce dramatic improvement in the quality of 
life while interfering minimally with normal living. 
These measures are easily learned and may be incor- 
porated into patterns of activity that families and 
communities can carry out for themselves. My 
ex. mples here are early hypertension and incipient 
malnutrition, but some of our most useful scientific 
research is extending this list rapidly. First in the list 
is the expanding range of primary preventive 
measures for organic diseases. Seventh, I have tenta- 
tively included the categories dealing with spiritual 
causation of illness for those who would like to study 


cated this 


are coronary 


be applied. 


separately the specific conditions claimed by many 
indigenous practitioners. 

The Code E stands for Efficacy. Place in each 
column your crude, impressionistic estimate of the 
effectiveness of each functional approach as related 
to each category of the illness disease spectrum. 
Please use a 0-4 five-point scale and give your mean 
estimated value for the range of healers and of the 
conditions that you view as being included in each 
rubric. 

The code B/C asks for a similar impressionistic 
scoring of the benefit/cost judgement that you would 
make about each item. Again on a five-point scale 
of 0-4 indicate how much benefit you would expect 
to see a particular function fulfilled by each person- 
nel group as balanced against the cost. The benefit 
here is obviously your judgement of considerations 
that are even broader than efficacy and would include 
all the improvements that the healer/patient interac- 
tion might produce. 

In the real Delphi process this is only the begin- 
ning. Working with a smaller group of experts we 
would go through a defined process of repeating the 
exercise to arrive at concensus. 


(3) Possibilities of synthesis of indigenous systems with 
organized health services 

Fear is frequently expressed that the organized 
health services will merely try to absorb the indi- 
genous health care systems as a means of eliminating 
them. I am not talking about either system absorbing 
or incorporating the other. I will summarize by im- 
pressions of experience of what the potentials are 
from experiences around the world, including the 
United States. 


(a) Special groups distinguished by functional area 
or discipline 


(1) Psychiatr) 

The papers presented here illustrate the magnitude 
and the potential of the contribution of traditional 
healers to mental health in traditional communities. 
Recognizing the validity of Dr Asuni’s warning about 
the problems of formal incorporation there is no 
doubt but that only benefit can come from communi- 
cation. I am particularly impressed with the potential 
for a subtle and gentle educational approach to 
mutually improve patterns of practice. 


2) Midwifery 


The most experience worldwide in formal synthesis 
of systems is with indigenous midwives. Large scale 
programs go back 30-40 years, but these have tended, 
with few exceptions, to have both negative and posi- 
tive effects because of an unfortunate obsession with 
trying to teach hospitals delivery methods. At Nar- 
angwal we had a nurse—anthropologist live with 19 
dais or indigenous midwives to get a detailed profile 
of dai practices. Then we went through an analytic 
procedure of making judgements about those that 
were scientifically bad, neutral, and good. Only a few 
items were clearly bad and a simplified educational 
effort could be concentrated on these while encourag- 
ing the good practices and ignoring the neutral. 
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(3) Family planning 

In many traditional systems fertility is a well 
accepted functional concern of health practitioners. 
As much attention is devoted to infertility as to limit- 
ing fertility. With a real understanding of present ser- 
vice patterns it should be possible to do much more 
to meet existing demand for better services by work- 
ing with such practitioners. 

(4) Primary medical care 

This is the main area of overlap and competing 
economic interests. In a doctoral study in Kerala one 
of our Indian colleagues found that the practitioners 
most eager to cooperate with the organized health 
system were not doing well financially: while those 
with the most active practices could not be bothered 


(b) Possibilities in various patterns of organization 


(1) Governmental systems 

Health planners are in general concerned mainly 
about how other activities in the community fit in 
with organized health care systems to which they 
must allocate scarce resources in the public sector. 
Not only are they concerned about health 
but also about the balance between these and other 
sectoral investments agriculture, 
schools, etc. Planners are important primarily because 
they can influence the flow of funds 

Some major policy decisions are being made now 


resources 


such as_ roads, 


by international agencies: later this month the World 
Health Organization will have a planning group 
meeting to consider the long range involvement of 
WHO in policy decisions and advice to countries 
about indigenous systems of medicine; they will prob- 
ably have a scientific group meeting in the fall who 
will produce a Technical Report Series publication 
They will discuss arrangements for special studies and 


perhaps comparative research. 


(2) Private practice 

Since indigenous practitioners presently tend 
private practitioners, their role must be viewed mainly 
under this heading. This requires judgements about 
whether legislation should ban them, license them, or 
ignore them. Examples of each pattern of relationship 
can be readily identified in various countries at differ- 
ent times, and comparative study of the relative im- 
pact of each approach might permit some generaliza 
tions. In the U.S. context we might study the phenom- 
enon of progressive upgrading which has led to the 
spontaneous synthesis with scientific medicine of both 
homeopathy and osteopathy 


(3) Clinical medicine and medical education 


One area in which there has been some advance 
in understanding as a result of increasing research 
has been in clinical health care relationships and the 
need for reorientation of medical education. Com- 
parative studies in Taiwan and Boston of the practi- 
tioner—patient interaction ways in which 
health care and patient satisfaction can be greatly im- 
proved by providing explanations to patients based 
on awareness of their psychosomatic needs. That a 
new orientation in medical education will be difficult 
to establish is clear from the apparently inexorable 


suggest 


drift to specialization with its concomitant constric- 
tion of holistic thinking. On the other hand, some 
medical schools and research centers are devoting in- 
creasing attention to subjects such as medical anthro- 
pology, ethnomedicine, and the sociology of health 
systems 


V. WHAT IS THE HEALING 
PROCESS? 


This is the key question raised by this conference. 
It has not been answered 
say we have opened up considerations of two areas. 
a) What can we learn from the indigenous sys- 
tems about the healing process? This question is of 
greatest importance to scientific advance and to all 


not surprisingly. We can 


peoples. Some answers are: 


(1) We can learn about how folk beliefs and atti- 


nfluence health. The research challenge is to 


develop a comparative anthropology of health beliefs 


tudes 


similar to the comparative epidemiological studies 
that have contributed to the understanding of mul- 
tiple causation of disease. By defining patterns and 
in replications under mul- 
may be 


ned. These may be most productive in psychiatry 


congruities which emerge 


tiple situations, inductive generalizations 


def 


1 
and 


mental health, if measurement problems can be 
hat easier to make pro- 


health 


been 
herbs 
is long and 


which 


greatest concent n of effort has 


earning about the use effectiveness of 
ve | ‘ther r ’ ] med ne } ] + 
and other traditional medicin The list 
wing steadily empirical products have 


hee } nto hay 1 lay t . 
been shown to ha alue ul good lentinc 


testing 
1 } - 
used by indigenous 
be ineffective. As 
used supposedly 


\ : 
been shown to 


Asuni pointed ot 
innocuous herbal 
toxic, either 


(3) Another range of lessons to be 


be highly without a lag period 


learned from 


Indigenous systems is in reference to the whole range 


of therapeutic and preventive measures. Eastern prac- 
the 


Yoga and meditation. Indigenous midwives may show 


tices sweeping nited States range far beyond 
us that normal deliveries can be more efficiently and 
physiologically conducted with the woman in the age- 
The hospital imposed horizon- 


which the parturient woman 


old squatting position 

tal legs-up indignity to 
is subjected is mostly for the convenience of the doc- 
his high stool who thinks 
night want to apply 


tor g comfortably on 
mainly of the possibility that he 


forceps and do an episiotomy 


lessons that is 


(b) A being 


relearned is the importance of community resources 


second group of 
in the healing process. This is the greatest rediscovery 
of the present emphasis in rural health care. As com- 
munity medicine has begun to escape the gravi- 
tational pull of institution based centripetal care some 
asynchronies have developed. In centrifugal compre- 
hensive health care with organized services reaching 
out to communities there have been great advances 
made in providing integrated services for health care, 
family planning, and nutrition. 
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We have learned how to identify community 
resources from community development experts. As 
we found the natural leaders, the health system 
tended to co-opt them so that they were no longer 
really community representatives. This could also 
happen to indigenous practitioners where a process 
of synthesis is attempted. While this strengthens the 
health system at low cost—especially if sufficient 
seduction can be exercised to get them to work as 
volunteers—it may well weaken the communities’ 
capacity to solve their own health problems. Various 
papers have mentioned dependency relationships 
engendered by shamanistic rituals. This is even more 
true of dependency imposed by scientific medicine- 
which is being increasingly mechanized in expensive 
equipment such as dialysis machines. The high cost 
of modern medical care makes dependence on insur- 
ance and centralized control a looming reality that 
can only increase, concomitant with a corresponding 
decline in local autonomy. 

The World Health Assembly passed a resolution 
promoting seven principles of primary care which in- 
cluded a strong endorsement of community partici- 
pation. UNESCO has also passed six guidelines for 
increasing community involvement in self-develop- 
ment. The Christian Medical Commission of the 


World Council of Churches is undertaking an inter- 
national comparative study to define the character- 
istics of the “healing community”. All of this activity 
arises from a new awareness that our greatest chal- 
lenge in health care is to develop new approaches 
to understanding interactions at the interface between 
the community and health systems that will make 
them synergistic. Herodotus described a situation in 
ancient Babylon where an ill person was carried to 
an open square in the city. Passers-by were expected 
to offer advice from which a pattern of care was syn- 
thesized by the family. We probably will never return 
to this or to the old Chinese ideal of every person 
being his own doctor for common ailments. In Cala- 
bar, Nigeria, I was involved in discussions of enhanc- 
ing community involvement in an excellent rural pro- 


ject headed by Dr. Ecoma. He identified 13 com- 


munity groupings in their villages that could help in 
health activities. 

One of the creeping weaknesses of modern medi- 
cine has been an erosion of values as the old medical 
ethics became less relevant to present conditions. Per- 
haps a new partnership with communities can reduce 
our callousness and bring back some of the human 
concern and hope that health syStems need if they 
are really going to meet social needs. 
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THE TRANSCULTURAL VIEW: PREREQUISITE 
TO INTERETHNIC (INTERCULTURAL) 
COMMUNICATION IN MEDICINE 


HAZEL 


HITSON WEIDMAN 


Professor of Social Anthropology, Department of Psychiatry. 


University of Miami School of Medicine, P.O. Box 016960, Miami, FI 


Abstract 


The papers presented in this issue of Social Science and Medicine 


33101, [ 


basis of a 


symposium by the same title held during the 1977 Annual Meeting of the Southern Anthropological 


Society in Miami, Florida, March 9-12, 1977. Organized and chaired by the author of the 
paper (Weidman) the set now includes additional studies which were reported in other 

Each paper focuses upon a unique case, a widespread medical problem, < e study 
of that problem, an historical process, or an ecological exploration of health/il! 
instance the point is made that greater professional knowledge, bet 
alth 


outcome in an individual case, or the raising of 


a transcultural view of the problem. The transcultural posture is applicable 
anthropology and medicine: also to knowledge of 
In addition it is applicable to gr¢ 


health professional involved 


under consideration as well as to healing traditions 
I 


transcultural view 
health levels might be expected as 
cation. 


IS a prerequisite to interet 


Since it emerged in the Western world. that social 
“scientific” or “modern” medicine 
as being ulti- 


institution called 
has been sanctioned internationally 
mately responsible for the health of national popula- 
tions. Its legitimization has been an intrinsic part of 
the technological, social and political process called 
“modernization”. As such, it reflects the high value 
placed upon science, professionalism and complex 
medical technological achievements. Such sanction 
renders this health institution “orthodox”. All others 
remain “traditional” within the contexts of various 
historical processes. 

Because of the particular assumptions underlying 
the unique status of modern medicine, health pro- 
fessionals have to some extent been “absolved” from 
having to learn very much about the patient’s world 
view and health cultural tradition. The premises to 
which I refer have been expressed previously 
follows: 


as 


Only scientific knowledge is valid insofar as matters of 
health are concerned. I (as a member of the orthodox 
health profession) have scientific medical knowledge; there- 
fore, I have knowledge. You (all you others outside the 
modern health profession) have no scientific knowledge: 
therefore. you have no knowledge [1. p. 343] 


Such assumptions are, of course, largely inaccessible 
to the conscious awareness of persons who internalize 
them. They operate in a tacit manner at the level 
of preconscious or unconscious psychological func- 
tioning. Nevertheless, the consequence of this logical 
position must be considered as providing part of the 
context in which the following papers are to be under- 
stood. 

Because of its legally-sanctioned status and accom- 
panying prerogatives, it is fairly typical that orthodox 
health practitioners routinely disregard the health 


nic 


a consequence Ol 


e 


f 


int roductory 
contexts 
representative 


concerns. In ever} 


management, a more successfu 


levels for a particular population rests upon 


to professional approaches 


| context the 


ups of 
themselves. Given the 


(inte 
int 


beliefs and 

he practice is understa 
premises upon which this supe 
system is based. It is inexcusable in humanistic ter 


the 


ure documenting the existence 


anthropological 


and 


If we acknow ledge 


literat viability of 


traditional health cultures. we are confronted with a 


very different set of premises and picture of reality 
their own types of healer 


Such systems, with 


varied pharmacopeias and therapeutic 
; 
have served 


para- 
as health maintenance systems for 


every human group throughout history. Each has its 
] 


own validity within the framework of particular cul- 


t 


The anthropological concept of 


most recently been defined as follows 


tural boundaries and evolutionary processes 
} 


Cdilfi Cul 


Health ci 
the 


with 


maintenance of 
vhich people 

Wilit ll PeVpie 
networks. It 


and 


social 


own 


both the cognitive social system a ts of [health 
traditions]. The cognitive dimension involves values and 


beliefs, the blueprints for health action, and requires us 


maintenance, d 


and cure 


to understand theories of healtt isease etio- 


logy, prevention, diagnosis, treatment The social 
system dimension refers to the organization of health care 
or the health care delivery system. It requires understand- 
ing of the structure and functioning of an organized set 
of health-related social roles and behaviors [3, p. 25 

The health culture concept has particular importance 
in urban settings where orthodox medical complexes 
serve multiethnic populations. Such populations in- 
crease in numbers daily, swelled by waves or streams 
or trickles of new immigrants. Traditional beliefs are 
continually reinforced. Aspects of traditional health 
cultures flourish. From the organizational view, com- 
peting health care delivery systems abound. Indi- 
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viduals utilize them; people benefit from them. Many 
persons choose to seek help simultaneously from the 
health care system of their own group as well as from 
the health organization built into the superordinate 
social structure of their host country 
“modern” medicine). 

The significance of an alternate system of care for 
an ethnic patient is frequently lost to the orthodox 
health practitioner. Often, only one of two (or more) 


systems is perceived by him. Generally, only one of 


the two systems is seen as having meaning and 
validity. Questions pertaining to the patient’s medical 
history relate only to one set of understandings (those 
of the orthodox system). Hence it is very easy, under 
these circumstances, for the orthodox health care pro- 
vider to make his diagnoses, to write out his prescrip- 
tions and to assume that the recipient’s dutiful com- 
pliance with his medical regimen is the only possible 


pathway to health and a recovered sense of well-being 


for the patient 

In such an approach there is most certainly a silent, 
unintended, but very real disdain for the patient’s 
perception of his problem and for the patient’s under- 
standing of causes and cures insofar as health and 
concerned. The patient’s definition of 


illness are 


symptoms which are worrisome, his understanding of 


egories or syndromes and his views about 
bodily functioning go unrecognized. Even health 
of such magnitude that the patient is dis- 


illness cat 


problems 
occasionally are not recognized and 

untreated, or are unintentionally mis- 

handled. In every interaction of this type, the silent 
” is made that the patient’s perceptions, 
knowledg id experiences have little significance: 
that his 


his customary 


are not worth inquiring about; that 
health practices are to be disregarded 
and his own health cultural tradition ignored. 
Although they may be unintended, instances of pro- 
found misunderstanding do arise. More often then we 
acknowledge. such occurrences can 


 ] 
would like to 


markedly alter the outcome desired; that is, improved 
health status 
the concept of health culture were part of orthodox 
medicine's conceptual framework. The fact that it has 
not been included is understandable in light of the 


axioms supporting this dominant medical system. 
They are unicultural in substance and mission 


One distressing outcome of unicultural and uni- 


tional encounters may be that the patient’s con- 
cerns focus upon an entirely different kind of problem 


from that upon which the health professional’s atten- 


tion is centered. The latter could be responding to 
patient, but his 


efforts might be directed toward treating and reassur- 


the same set of symptoms as the 
ing the patient in ways that have no meaning for 
him. Such instances begin to border on an unintended 
but very real intolerance and possibly contempt for 
the patient’s cognitive system [4] 

It is in the clinical setting of patient/health profes- 
sional interactions that we see clearly the nature of 
the adaptive task facing a patient whose health cul- 
tural background is different from that of the legally 
sanctioned medical system. At every point of contact 
with the orthodox facility such a paitent is under- 
mined in two ways: first, his own belief system and 
meaning structure is invalidated; secondly, he is asked 


(that of 


Perhaps this would not be the case if 


to accept without question and instantaneously the 
worth, complexity and interpretations of the superor- 
dinate edifice. There is no better way to ensure in 
a patient a defensive stance and a covert reliance 
upon old. established ways of providing security while 
he attempts overtly to demonstrate acceptance and 
understanding of an incomprehensible (to him) ortho- 
dox system of care. Even if the old (traditional) should 
be abandoned in favor of the new (orthodox), this 
affords a remarkably unstable foundation for incor- 
poration of fragments from the new belief system. 

It is probable that many patients have every desire 
and intention of adapting to the superordinate health 
institution and being assimilated into it. But there 
are no bridges to help them make meaningful transi- 
tions. Very little encouragement and reward can be 
built into clinical interactions with patients from dif- 
ferent health cultural backgrounds as long as uncon- 
scious but profound disregard for their views per- 
meates every clinical transaction within an orthodox 
facility. 

In these types of asymmetrical interactions there 
are consequences damaging to the orthodox system 
itself. Its charge is to maintain at as optimum a level 
as possible the health of populations for which it is 
responsible. Given a _ unicultural perspective, it 
actually lacks the capacity to do this or to fully grasp 
wherein some of its health care difficulties lie. Even 
as the orthodox medical system continually under- 
mines itself by adhering strictly to the unicultural 
stance, it is under increasing pressure both from 
within and without to reach all people who could 
benefit from its technological strengths 

The articles to follow suggest that the orthodox 
health care organization increasingly will be success- 
ful in achieving its goals as its value structure incor- 
porates a transcultural perspective on health issues 
and health/illness-related problems. There is evidence 
of considerable change within the health institution 
on this matter. One of the following papers represents 
a case in point (Rubin/Jones). However, there has not 
yet been sufficient general movement toward a trans- 
cultural view in medicine to decrease its alienating 
impact upon some patients and their families. Several 
papers in this series are addressed to selected aspects 
of problems arising from a unicultural stance on the 
part of orthodox health professionals 

The transcultural approach requires an ability to 
adopt a degree of perceptual distance from any two 
health cultural traditions involved in specific health- 
related interactions. The affiliative posture is position- 
ally marginal to both systems. The simultaneous com- 
mitment is to members of two coordinate traditions. 
These may be professional traditions or disciplines 
such as anthropology and medicine; or they may be 
health cultural traditions of patient and practitioner. 
Under the circumstance of assuming a transcultural 
posture, the health professional becomes sufficiently 
free to become a cultural negotiator [5]. The conse- 
quence, presumably, will be greater professional 
knowledge and expertise as well as improved health 
status for patients who otherwise might drop out, 
withdraw against medical advice or be “lost to 
follow-up”: 

The papers which follow focus upon specific cases, 
an heretofore unreported morbidity problem, a thera- 
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peutically complex case study, adaptive processes in Program Dissertation Series, No. 5. Cornell Univer- 
a traditional healing system fluorishing alongside the sity. 1967. Montalvo's definition lacked an important 
orthodox one, as well as an ecological exploration element regarding the maintenance of a sense of well- 
of health/illness patterns on a eenall island in the being. In 1970 this component was incorporated by 

Weidman as a central feature of the term. S > 
Bahamas. The value of the transcultural approach ore » oe oe 


Wb ; h ‘buti i quently, the significance .of the concept (revised) was 
will be apparent in each contribution to the series. tressed in: Weidman H. H. and Egeland J. A. A be- 


havioral science perspective in the comparative 


REFERENCES approach to the delivery of health care. Soc. Sci. Med 
7 (11%. 845, 1963 
Weidman H. H. The constructive potential of alien- Weidman H. H. On Mitchell's Changing Others. Medi- 


ation: a transcultural perspective. In Alienation in Con- cal Anthropology Newsletter 8, (14), 25, 1977 
temporary Society (Bryce-Laporte R. S. and Thomas For a discussion of ethnocentrism 

C. S. Eds). pp. 335-357. Praeger, New York, 1976 quences. see Harris.M ture, Man 

Although it has a long evolutionary history, the health 137-138. Thomas Y. Crowell. New York, 1971 

culture concept appears to have “crystallized” in 1967 5. The culture-broker concept hz n utilized in Miami 
with the work of Montalvo A.. Sociocultural Change since 1972 to encourage such negotiations. See Weid- 
and Differentiation in a Rural Peruvian Community—An man H. H. Concepts as strategies for change. Psychia- 
Analysis in Health Culture, Latin American Studies tric Annls 5 (8), 17 


7 79 0601-0089802.00,/0 


Soc. Sci. & Med. Vol. 13B. pp. 89 to 93 
© Pergamon Press Ltd 1979. Printed in Great Britain 


INCOMPATIBILITIES OF PROFESSIONAL AND 
RELIGIOUS IDEOLOGY: PROBLEMS OF 
MEDICAL MANAGEMENT AND OUTCOME 
IN A CASE OF PEDIATRIC MENINGITIS* 


IRWIN E. REDLENER 


Assistant Professor, Family Medicine and Pediatrics, University of Miami School 
P.O. Box 520875. Miami, FI 


and 


CLARISSA S. SCOT 


Assistant Professor of Social Anthropology 
University of Miami School of Medicine, P.O. Box 


Abstract—The hospital admission of a 9-month-old blac} 
began a 33-month encounter of divergent ideologies betwee 
Church) on one hand and orthodox health practitioners 

to increasing estrangement among those who had “natur 
best interests of the child. The struggle ended with a psychiatr 
schizophrenic”. This paper describes the medical and social 
medical team and social worker. It suggests that thei 
by certain values central to the culture of which the 
by others which were learned during medical training 
to explain her behavior during the acute stage of 
which, in a future situation of like nature, might le< 
ing on the part of both family and medical team 


INTRODUCTION 


This paper presents the case of a child who was 
admitted to the pediatric service of a large te: 
hospital with a serious medical disorder. The widely 

disparate value systems of the hospital staff on one ed 

hand and the family on the other resulted in the — Fo|jowing appropriate 
breakdown of effective communication and led to examinations it was determ 


feelings of bitterness and anger on both sides. A com- (1) bacterial meningitis. (2) 
bined medical and anthropological retrospective 3 


analysis argues in favor of the adoption of a transcul- 


resident long 
tural view as a possible means of avoiding such con- ppeorareghe [wo pl a ns’ notes refer *o the fact sais 
flict in the future the father “convinced” the mother to bring the child 
to the hospital for medical t 
MEDICAL HISTORY noted that the mother and fatl 
: No other unusual psychologic 
A nine-month-old black male child was brought — gjaboration was added at that 
by his mother to the Pediatric Emergency Room on The child required intensive care for approximately 
February 5, 1976. The chief complaint was lethargy one week folie admission. during which time it 
and convulsions of ten days’ duration. The baby was _ pecame apparent that he had suffered very significant 
reported to have been in good health prior to this brain damage from the massive infection and inflam- 
current illness, which was also characterized by loose nation in the central nervous system 
stools and the symptoms of a mild upper respiratory On February 12. when a neurologist sugse 


renee se ae ther reported re 2 in the illness 4 cerebral arteriogram be carried out to further eluci- 
-< ad been take another physiciz ‘a ane , 

Pn — hair sma al wes physician, who gate the nature of the brain damage. the pediatric 
lagnosed the condition as a “colc resident noted in the chart: “Family uncooperative”. 


er aot es The intern wrote: “Family has refused permission for 
* The authors are indebted to Dr Hazel H. Weidman — angiogram at present, wanting to wait for a bishop. 
for encouraging the analysis, presentation and publication 4 family friend, to visit the patient and advise them, 
of this case. The significance of the conflicting views : 
emerged from a discussion between the senior author (Red- 
lener) and Weidman during a seminar with residents in 
the Department of Family Medicine. University of Miami 
School of Medicine. 


after praying for patient”. 

The hospitalization continued through June 22, 
1976, a total duration of nearly 20 weeks. The baby 
was grossly disabled from a psychoneurologic point 


89 


90 


of view and required permanent maintenance place- 


ment on discharge 


SOCIAL HISTORY 


The child was first referred to the Social Services 
Department at Jackson Memorial Hospital on Febru- 
ary 13, 1976, by the pediatric house staff. The reason 
for the 


fant ws Il in critical condition, the 


was concern that even though the in- 
mother was 


intent on taking him home. Emergency custodial pro- 
ceedings were instituted in order to keep the child 
in the hospital. At the hearing. the judge granted 
emergency protective custody to a protective services 
unit of the Division of Social and Economic Services 
It was felt that the child was 


of the State of Florida 


in immediate danger from his own family who wanted 


to ter! ite all me il intervention and place him 


religion. The doctors 


under 


questioned ness of this desire, believ- 


ing that to remove the child from the hospital would 
seriously endang 

The initial evaluation by the hospital 
indicated that the mother was close 
maternal grandmother, a 
minister of the Holiness Church”. The family was de- 


‘fanatic in ‘ir religiou An 


occurred on the day the 


passionate 


outspoken 


scribed as 
example of this 
report was (February 


13). The mot! 


visit the baby 


come lo 


“ritualistic” praying 
from the 


instituted 


God's will was to have the child removed 
hospital so rs could be 


The nurses and | 
tried to “rea 

explanations that the child had a medical 
that the baby would requir edical procedures and 


insisted that the baby 


ied at this suggestion 
focused o 
rOocusead on 


illness and 


drugs to cure him 
cured only through 


The grandmother illustrated the 


Was possessed anc 
prayel efficacy ol 
} 


this type of healing by describing how her daughter 


iCdaill 


(the patient's mother) had been healed from a serious 


illness as a young girl by prayer. The grandmother 
further 1e child would not have been 
in such seriou yndition if the mother had prayed 
more. She both resented the 
father’s intrusion 1 ‘manding that the baby be 
brought to the hospital. 

In describing the mother, social worker stated 


that her 

“affect is animated when she speaks of the boy. She becomes 
very ver i Guring conversations 
Hallelujah 


injecting phrases 
continually refers 
eturned to her. Mrs 
is to [her child]. He ts the 
her. She continues to visit, 


but has greatly impaired ability to do reality-testing or 
) 


~hL, ° 
sucn ¢ Jesus 


make proper judgments on his behalf.” 

Following adjudication of temporary custody by 
the state, the relationship between the family and the 
hospital continued to deteriorate. The social worker’s 
reports during the next several weeks note that the 
mother “relates to the child in a loving, though unrea- 


listic manner”; “she is beginning a fast until the next 
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court date [the second hearing]”: “she continues to 
stress that the child is a special person to her”; “she 
does not understand the disease process, attributes 
illness to demonic forces and feels no alliance with 
physicians and their functions”: and “the mother and 
grandmother want to take the child home because 
they believe he is perfectly Eventually the 
worker noted a diminution of hostility in the mother: 
although the intensity of denial of the baby’s medical 


well”. 


problems by the mother increased and was always 
accompanied by extensive referral to religious teach- 
ings 

In May, as part of the adjudication process, the 
mother was evaluated by a court-appointed psychia- 
trist who felt that she was a “paranoid-schizophrenic™ 
and recommended that the baby’s visits with his 
mother be The child was ultimately 
institutionalized for 
neurologic damage and remains as such today 


“supervised” 


reasons of severe, permanent, 


IDEOLOGICAL CHARACTERISTICS OF 
THE ORTHODOX HEALTH CARE SYSTEM 


Let us look first at some of the values characteristic 
of the orthodox medical system to help us understand 
the actions of hospital personnel in this case. Central 
to the medical profession’s cognitive system is the 
assumption that mastery over nature and control of 
illness are possible by the application of scientific 

ethods and knowledge. Parson’s description of the 

hysician as an individual who has gained his knowl- 

edge in “rigorous scientific training” and is expected 
to apply it to problems of illness connotes the belief 
scientific methods and knowledge are effective 

in healing sick bodies [1]. Friedson supports this 
point. suggesting that the physician is likely to believe 
that what he is doing (i.e. in the application of scien- 
tific methods and knowledge) “does good rather than 
harm and that what he makes a difference 
between success and failure rather than no difference 


1 
aoes 


at all”. His goal is said to be action; “[s]uccessful 
action is preferred, but action with very little chance 
for success is to be preferred over no action at all” 
[2] 

One value specific to the practice of medicine and 
learned during professional training is “the responsi- 
bility of the doctor for the welfare of his 
patient;...[by this is meant] the responsibility he has 
for the damage he may do to a patient if he performs 
badly and, conversely, for the good he can do if he 
performs properly” [3]. This assumption of medical 
responsibility and the accompanying belief that a 
physician holds the patient’s fate in his/her hands has 
also been given prominence in an investigation of stu- 
dents during medical-school training. It has been pro- 
posed that this value provides a basic, underlying 
motivation to the behavior of practicing physicians 
[2]. 

In terms of hospital administration (especially in 
urban settings), efficiency and a_bureaucratic-type 
organization are emphasized in order to provide high- 
quality technical-scientific care to large numbers of 
patients. While this has few disadvantages in the 
scientific medical view, it is necessarily accompanied 
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by a degree of inflexibility which limits the possibili- 
ties for dealing with patient expectations. desires, 
emotional or social problems [4]. 

Returning to the case under discussion, it is under- 
standable that the hospital staff. holding firmly to this 
type of ideology, would believe it to be absolutely 
essential that the child remain in the hospital regard- 
less of the wishes of the family. Staff values not only 
led them to harbor resentment against the family 
because the baby had not been brought in earlier 
when some of the extensive brain damage might have 
been prevented; it also led them to consider the 
family “crazy” and uncaring in terms of the child’s 
health. 


IDEOLOGICAL CHARACTERISTICS OF 
THE HOLINESS CHURCH 


The basic view typified in the Holiness religion, as 
well as among poor blacks (and whites) in general. 
defines the Earth as a dangerous place where the indi- 
vidual is vulnerable to attack from the world of 
nature and from his fellow man. In addition, the indi- 
vidual is subject to punishment by his God [5]. Feel- 
ings of helplessness engendered by such understand- 
ings are reflected in a dependency upon supernatural 
aid: 


The experience of slavery followed by segregation and dis- 
crimination caused blacks in (their) continuing crises to 
return to the traditional African world view of fatalism, 
however tempered by Western Christian teachings... fata- 
lism [here] means that the power to influence human 
affairs is in God whose omnipotence and omniscience may 
be expressed in... [the] forces of God’s creation Unless 
man attunes himself with the power of God 
potent.... [This religion] is the worship of and the seeking 
after the power of God by traditional black folks who 
in their experience know themselves to be powerless with- 
out this ultimate power [6] 


man 1s 1m- 


The Holiness Church requires close observance of 
conservative values, with sanctions against 
extramarital sexual activity. Members are expected to 
lead clean, pure lives, set apart from worldly things. 
In general, both men and women are modest in their 
dress, do not smoke cigarettes, drink alcoholic bever- 
ages or use profanity. 


Strong 


The American Negro religious cult [7] exercises rigid 
taboos over certain features of the private lives of its 
members, frequently reaching into the most intimate 
details of their lives. Sex inhibitions are of paramount 
importance... [8]. 

It was characteristic beliefs such as these (held by 
members of the Holiness Church) which probably led 
the infant patient's mother to oppose the medical 
staff's efforts to heal her son. This religious group 
relies on the Bible as a basis for beliefs and practices 
related to healing. It is the Scriptures, rather than 
revelation, which are utilized to explain what has hap- 
pened in the past and what should guide one’s actions 
in the present. 

One of these tenets is a belief in Divine healing. 
The two following passages are“often cited as the key- 
stone for the conviction that God controls healing 


just as He holds control over all worldly events: 


“They shall take up serpents: and if they drink any deadly 
thing, it shall not hurt them: they shall lay hands on the 
sick, and they shall recover” (Mark 16:18) [9]. 

“Is any sick among you? Let him call for the elders of 
the church; and let them pray over him, anointing him 
with oil in the name of the Lord: And the prayer of faith 
shall save the sick, and the Lord shall raise him up; and 
if he have committed sins, they shall be forgiven him. Con- 
fess your faults one to another, and pray one for another. 
that ye may be healed. The effectual fervent prayer of a 
righteous man availeth much” (James 5:14-16) [9] 

Only those who possess “the power” to heal are 
believed to be able to effect a cure. No one (and this 
includes medical doctors) can acquire this power 
without perfect faith in God and His ability to restore 
health. This faith is manifested in one’s behavior. As 
a Holiness minister expressed it to one of the authors 
(C.S.): “There can be no self-pity or you can’t get 
your prayer through; there must be no sorrow; you 
must know that God is going to heal, and rejoice!” 

With regard to the case under discussion, the fast- 
ing in which the patient’s mother was engaged prior 
to the second court hearing probably served as a 
means of increasing “the power” to heal. Matthew 
17:20-21 is cited as This passage con- 


cerns a son who Is brought to Jesus by his father 


a basis for it 


for healing 


If ye have faith: as a grain of mustard seed... . nothing shall 


be impossible unto you this kind [the devil] goeth not 


prayer and fasting [9] 


out but by 


A corollary to Divine healing is the belief—held 
in varying degrees by church members—that doctors 
and their medicines cannot heal. Just as in the Chris- 
tian Science faith, where one can find a range of be- 
havior from members who do not seek out “scientific” 


health under any circumstance to those who 


seek care for certain categories of illness or accidents, 
so it is. also, in the Holiness Church. Those who never 


care 


present themselves for orthodox care would cite the 


verse from Jeremiah 30:13, which includes the phrase, 

thou hast no healing medicines” [10]. On the 
other nand, there are members who believe that doc- 
tors are able to cure certain relatively minor illnesses. 


the power” to 


In this case, however, inasmuch as 
heal comes from God, the doctor who has learned 
to heal by virtue of his training in medical school 
is seen as having less ability to cure than an indivi- 
dual whose power comes directly from God 

4 counterpart to the belief that God can heal is 
the belief that God can send illness as a punishment 
for sin. Although there may be an apparent cause of 
illness and misfortune, the ultimate power to cause 
as well as to cure sickness is attributed to God, “the 
spiritual Being who created the universe and has ulti- 
mate control over all events that occur in it” [10]. 
This type of illness is seen as forcing the individual 
to take the time to reflect on his sinfulness, repent 
and make amends. As one informant in another study 
put it: 


“So many times the Lord get vexed with us when we do 
things. Like sickness I would say sometimes is a whup 
to us, just like whuppin’ a child. So many times we have 
to be taught a lesson, a sickness sometime bring us down 
to make us serve the Lord’s will” [11]. 
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A medical doctor, it is believed, cannot heal the 
patient who is being punished by God: “Medicine 
cannot reach the mind, nor a heart diseased by sin” 
(Snow [11] quoting a minister to his congregation). 

Members of the Holiness Church see punishment 
being visited not only directly on the person who has 
sinned but. alternatively. upon a loved one, such as 
a child. Again. Scriptures are cited as the basis; in 


this case 


for I the Lord thy God am a jealous God. visiting 
the iniquity of the fathers upon the children unto the third 
and fourth generation of them that hate me” (Exodus 20:5) 
[9] 


Although not speaking specifically about a Holl- 
ness belief. Snow [11] notes a common theme which 
cuts across social class in many ethnic populations 
(including Appalachian whites. black Americans. and 
Mexican-Americans): 1.e. “retardation in children is 
commonly cited as punishment to the parents, who 
then spend the rest of their lives contemplating the 
result of their misdeeds” 

With this background information pertaining to the 
mother’s deeply-held religious beliefs. we can better 
interpret her behavior during her son’s acute illness 
We can also understand her response to his failure 
to improve after massive medical efforts. She brought 
the baby to the hospital only at the insistence of the 
child’s father. To have brought the child earlier 
indeed, even bringing it when she did—would have 
of faith in God’s power 
she jeopardized the only kind 


been/was evidence of lack 
to cure. Consequently, 
of healing in which she believed. Eight days after 
admission, the baby was in critical condition and had 
obviously not improved. The mother, now confirmed 
in her belief that the doctors could do nothing for 
her son, decided to take the baby home against medi- 
cal advice. The hearing at which temporary custody 
of the child was awarded to Protective Services took 
place shortly after this. The “inappropriate affect and 
serious emotional disturbance” of the mother during 
an interview with the social worker at this time may 
be reinterpreted as not having been inappropriate 
under these particular circumstances. The mother was 
probably convinced that she had taken the wrong 
step when she brought the baby to the hospital (as 
demonstrated by his lack of recovery). In all prob- 
ability, she was reacting in panic and frustration to 
being thwarted in her attempts to undo her mistake 
and save her son from chronic illness or death by 
the only means which held certainty for her—faith 
in God’s power to heal. The psychiatrist’s impression 
of “paranoid schizophrenia” may have been due to 
his lack of familiarity with the beliefs (such as 
demonic possession) held by members of the Holiness 
Church. We can now also understand why the mother 
expressed her belief that her child was normal, did 
not “accept” his retardation as permanent, and 
further, why she exhibited no grief concerning his 
brain damage. This was the necessary behavioral 


proof to God of her faith that He would cure her 


baby. 

The social work report showed concern regarding 
the mother’s statement that this child is a “special 
person”. This can now be interpreted in light of the 
fact that the mother and the father of the child were 


not married and that there are proscriptions within 
the Holiness Church against extramarital sexual ac- 
tivity. It would not be at all unlikely that the mother 
felt a great sense of guilt concerning her sexual behav- 
ior and, further. that she defined the baby’s illness 
as a punishment visited on her through him. Her 
reference to the child as a “special person” could be 
explained in terms of his being the vehicle through 
which God was working to force her to repent and 
lead a new life, unblemished by sin. Her baby was 
“special” in that his cure would be evidence that she 
has been forgiven and once again is in harmony with 
her God. 


CONCLUSION 


This medical encounter represents a tragic case of 
conflict between adherents to two ideological systems. 
who are opposed in their views of how best to help 
the patient. The physicians felt that religious beliefs 
interfered with the early seeking of medical assistance 
which might have prevented the severe complications 
which followed this case of meningitis. This supposi- 
tion cannot be proved one way or another on a retro- 
spective basis. However. such feelings on the part of 
hospital personnel significantly contributed to an atti- 
tude of resentment toward the family and permeated 
all subsequent relationships with them. On the one 
hand the doctors and staff at the hospital had no 
real comprehension of the cultural and/or religious 
system adhered to by the family. When advice was 
sought from black members of the hospital staff, they 
appeared unfamiliar and uncomfortable with the 
philosophies expressed by the mother and the grand- 
mother. This served to strengthen the physicians’ and 
nurses’ belief that the family’s action was deviant and 
abnormal [12]. 

On the other hand, the family refused to recognize 
any validity in the orthodox health system’s approach 
to the management of the baby’s problems. In their 
eyes these problems were entirely of a_ religious 
nature. This bilateral lack of understanding and un- 
willingness to comprehend or even seek cooperative 


c 


methods in handling the total picture of illness and 
cultural differences led to a most unfortunate expert- 
ence and outcome for all concerned. 

The psychiatric evaluation of the mother as having 
a “poor reality base” is no doubt related to the, 
evaluator’s lack of understanding of an alternate 
value structure and its accompanying behavior. This 
entire case was, in major part, a conflict of value sys- 
tems with markedly different axioms. Problems like 
this require imaginative solutions based on greater 
understanding by the practitioner who adheres to a 
different ideology and participates in a different cul- 
tural system from that of the patient. 

A basic approach which we suggest includes taking 
the two steps outlined below. It depends on the rele- 
vant hospital staff’s being able to accept the fact that 
the orthodox medical system’s beliefs may noi be 
more “eternally right” than the patient’s; to acknowl- 
edge that each has some validity in the minds of the 
people involved and each is a viable system. 

(1) When medical advice is unacceptable to the 
patient (or his family), be open to taking a different 
approach. 
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(2) Ask the patient (or his family) for permission 
to call their minister “so that he and I can work 
together to heal you/your child”. If the patient holds 
the same beliefs as the mother described in the body 
of this paper, in all likelihood only his or her minister 
will know how and what to say to secure cooperation 
with medical advice. Needless to say, the call should 
not be to ask the minister to “tell the patient to co- 
operate” but rather to share with him the medical 
findings and concern with healing the whole person; in 
physiological. psychological. social and spiritual terms. 


These two steps may be more than some hospital 
staffs are currently able to handle. For those hospitals 
in which staff are not yet able to adopt the transcul- 
tural view on their own, an additional team mem- 
ber—a health culture-broker—can be extremely effec- 
tive [13]. The role is usually taken by a medical 
anthropologist who is knowledgeable in the area of 
the beliefs and practices of the various patient popu- 
lations. Validated by the hospital as mediator 
between the patient and his family on one hand and 
the medical staff on the other, the culture-broker acts 
as a bridging person who negotiates between different 
health cultural traditions, guiding each group toward 
an awareness of the other’s beliefs, toward respect for 
these beliefs as constituting “reality” in the eyes of 
those who hold them, and toward reciprocity of 
action. An example of reciprocity in the case under 
discussion might have been for the family to agree 
to allow the child to remain in the hospital, while 
the medical staff agreed to the religious ritual being 
carried out at bedside. 

In those situations in which the value conflict is 
of such a nature that it is non-negotiable (the case 
under discussion may be one) orthodox health profes- 
sionals are urged to maintain a transcultural posture 
It may provide the means of avoiding actions which 
amount to psychological violence imposed upon un- 
willing participants in an unequal struggle for 
dominance in the healing arts. 
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INTRODUCTION 


1971 to 
as principal co-investigator of a comparative study 
of health conditions, health beliefs and health prac- 
tices in five ethnic groups in an inner-city section of 
Miami [1]. The research effort, called the Health Eco- 
logy Project of the University of Miami, was con- 
cerned with perceived morbidity, utilization patterns, 
traditional healing and other health-related matters 
It focused on the predominant populations in a catch- 
ment area of approximately 10 square miles 
rounding the University of Miami-Jackson Memorial 


From 1976 the author carried responsibility 


Sur- 


as identified 
ing the study and is examined 1 
panion article 


substantially modified version of an earlier observations 
paper, an abstract of which was presented during the 72nd 
Annual Meeting of the American Anthropological Associ- tions which might stimulate 
ation, New Orleans, Louisiana, November 28—-December ; 9] 
2, 1973, under the title “Some dynamic and functional 
characteristics of a culture-bound syndrome in Miami’ 
showing James N. Sussex, M.D., as co-author. I wish to 


express my appreciation to Dr Sussex for his contributions 
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and thereby 
those who 


o 
the behavioral complex 


and its therapeutic requirements may add importantly 


to the first draft of the earlier paper. He was unable to 
participate in the extensive rewriting of subsequent ver- 
sions. 


to both transcultural psychiatric studies and to the 
literature of medical behavioral science. Because of 
particular problems of diagnosis and treatment, the 
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matter under discussion represents a challenge to the 
orthodox health care system. 


THE HEALTH PROBLEM 


The health problem to which we refer is a seizure- 
like disorder generally acknowledged by black Ameri- 
cans in the following way: “Yesterday, I fell out”: 
“IT nearly fell out”; “She falls out”; “I am afraid | 
will fall out”, etc. The Bahamian lexical equivalent 
is to “black-out”, 1.e. “Yesterday, I blacked-out”; “He 
blacked-out”: “She has black-out spells”, etc. Both 
Southern Blacks and Bahamians in Miami use other 
terms to refer to the same phenomenon, 1.e. “passed 
“fainted”. When mention is made 
of the ior under review, the label “seizures” is 
sometimes used by both Southern Blacks and Baha- 
mians. This appears to be a term adopted from ortho- 
dox pri When the word 
used, it sometimes encompasses the whole behavioral 
complex. At other times it is applied only to convul- 
sive components which may follow the state of col- 


out” “went out” 


beha\ 


viders of care “seizures” 1S 


lapse implicit in the above remarks. To our knowl- 
edge there is no customary way in these two groups 
to identify such episodes other than to call them 
‘spells” or “black-outs” or “sicknesses” 

By way of contrast the Haitian term indisposition 
is used as a noun to refer to what we believe to be 
a comparable morbidity category. Comments such as 
the following appeared in the Health Ecology Project 
he was taken with a grave indisposition”. “He 

ig indisposition while driving and lost control 

> car”. “She became sick, like severe indisposition: 

it stayed so long that it seemed as though she died”. 
“T used to get indisposition: | could do nothing”. 

In our discussion the primary emphasis will be on 
the Southern Black and Bahamian variants of the 
condition. Secondary attention will be given to indis- 


position as a way of providing transition into the 


Philippe—Romain article to follow [2]. For purposes 
of simplicity we shall refer to both the Southern Black 
and Bahamian states as falling-out, a label applied 
by the author and co-workers and now used widely 
among health professionals in the Miami area [3]. 

In each instance the state described is one in which 
the individual collapses. For some this occurs without 
warning: for others it is preceded by feelings of “dizzi- 
ness”, “swimming” in the head. At 
times there is a degree of salivation but usually not. 
[he episode generally occurs without convulsions, 
without tongue-biting and without bowel or bladder 
incontinence. These are all points which help to differ- 
entiate it from grand mal epilepsy and psychomotor 
seizures. The eyes are ordinarily open, but darkness 
is said to come “before” them. Thus, the individual 
tends not to “see” in the psychological sense, even 
though he may have no defect of vision in the neuro- 
logical sense. He usually hears and understands what 
is going on about him but feels powerless to move. 


“swinging” or 


PREVALENCE INDICATORS 


“Black-outs” are well known to health profes- 
sionals. Also, phrases such as “Patient states that he 
‘fell-out’”, are not uncommon in medical histories. To 
our knowledge, however, no study has attempted to 
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sort out the clusters of symptoms and behavioral fea- 
tures which may be systematically associated with 
such. labels. Although other epileptiform/hysteriform 
conditions (such as the Puerto Rican ataque along 
with a host of others) have been reported in the litera- 
ture, to our knowledge the syndrome we have de- 
scribed has not been examined epidemiologically. We 
have access to no prior figures on incidence, preva- 
lence or ethnic and demographic characteristics of 
those who experience the condition with the particu- 
lar symptomatology we have observed. Consequently, 
our statement on prevalence is based on those indi- 
cators we have been able to marshall from our own 
work and initiative. These include field data primarily 
and secondarily an analysis of the emergency records 
of the City of Miami Fire Department Rescue Units. 
Other “clues” are also introduced to reflect a general 
awareness of the behavioral pattern involved. 

Within the context of the Health Ecology Project 
(HEP), the syndrome under discussion first came to 
our attention during a pilot study of 20 families per 
ethnic group (Bahamian, Haitian, Southern Black, 
Cuban and Puerto Rican). This pilot inquiry was 
carred out in 1971. The syndrome appeared in some 
of the ethnographic reports of home visits made by 
project research assistants and in response to other 
survey instruments, such as formal lists of symptoms 
and conditions. Indisposition, which we consider to 
be the Haitian equivalent, was not identified during 
the pilot study. It emerged during the full HEP study 
but in such a way that its percentage frequency is 
confused in the various types of data collected. We 
are sure of its occurrence only when the word itself 
was used by a respondent and recorded as such by 
a research assistant. In those instances when indisposi- 
tion was recorded in English translation, it took such 
forms as the following: “She fell down without con- 
sciousness”: or “Sometimes she sits and is able to 
do nothing but is aware of everything; at these times 
she feels like she is going to die”. Consequently, we 
lack the means to distinguish between all episodes 
identified as indisposition by Haitian sample members 
and other disorders which might be labeled differently 
by them. It is quite possible, for example, that indispo- 
sition was represented by some “yes” responses to 
questions about loss of consciousness, but we did not 
recognize it in time to clarify such matters as we con- 
ducted the formal surveys or as we reviewed field 
reports. The weakness of our data on indisposition 
render the Philippe-Romain article in this series all 
the more important [4]. 

Our surest indicator of the prevalence of falling-out 
comes from the formal HEP study of 100 or more 
sample households from each of the five ethnic 
groups. “Prevalence” figures rest upon narrative de- 
scriptions provided by each “indigenous” research as- 
sistant following a visit to the home of one of the 
project sample families. The routine was to report 
all health-related problems about which household 
members were concerned and to give as full a descrip- 
tion as possible of environmental conditions and life 
events as they were occurring at the time of the visit. 
It was ethnographic data of this type which provided 
the findings mentioned above, i.e. that 23°, of Baha- 
mian sample households reported one or more 
members as suffering from “black-out spells”: while 
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10°,, of the Southern Black sample households in- 
cluded one or more members who “fell-out” to the 
point that it warranted comment. Such terms 
appear in the records of the Spanish-speaking g 
although there were a few recorded instances of ata- 
ques, with very different behavioral 
from those reported here [5]. 

An opportunity arose which also allowed us 
explore questions of prevalence of seizure-type d 
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more difficult a differential 


chronic, severe cases than we had assumed 
(see Rubin and Jones in this series for a case 
Beyond the prevalence indicators introduced 
we had no built-in means of formally assessing 
prevalence of falling-out. As we became aware of the 
magnitude of disability involved in some cases, hi 
ever, informal inquiries were made about 
rence in various clinical areas of the university 
ing hospitals. We learned that it was unevenly 
nized contexts. We learned also 
efforts had been made previously to explore its 
dimensions as a special health problem or to treat 
it as anything other than “epilepsy” or “malingering” 
Following formal presentations on the topic locally 
and at national meetings, we received written com- 
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affects many of my clients 
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the “prevalence” of falling-out 


tne prooie 


pick up clues about 
\s our sensitivity to 


blem increased, we began to notice rather fre- 
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He qualifies the 1 for 
that 
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chiatric view of such matters 


article of Wintrob’s, 


neaning 


thes 


e are “bouts of syncope or epileptic seizures” 
p. 2]. This apparently reflects the current psy- 
In fact, a more recent 
which incorporates one of his 
previously reported cases of falling-out, drops the 
(cultural) term entirely and simply refers to the 
spells as “dizziness and syncope” [12, p. 322] 


emic 


Although the social science literature on agricul- 
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tural, pastoral and nomadic groups in Africa has 
reported widely on patterns of trance and spirit pos- 
session within the framework of religious ceremonies 
and on “possession hysteria” outside of such contexts, 
we are beginning to see from Africa accounts of epi- 
leptiform/hysteriform attacks which parallel those 
with which we are familiar in Miami and other urban 
areas of the United States. A very recent description 
from urban Africa is typical of the manner in which 
falling-out is discussed in some cases in the United 
States: 


[Regarding a case history of conflict involving neighbors 
from different tribes.] Very shortly afterwards a 
teacher brought a pubescent daughter from family “A” 
home from school. He reported that the girl had fainted 
there. A week later the girl was well enough to go back 
to school but she collapsed once again as soon as she 
got to the classroom. The teacher now confessed his fear 
that there was some “foul play” afoot. [The girl’s father 
consulted a diviner] and was told that an enemy of the 
family in the neighborhood was “throwing witchcraft” at 
' [13, p. 379] 


two 


the family 


To our knowledge, in the United States no one 
has yet given significance to falling-out as a morbidity 
category in its own right. We do so here. When the 
focus is upon rootwork, then falling-out is but one 
example of magically caused disorders. If we focus 
upon falling-out, rootwork is one of the possible 
explanations utilized to account for it. So far as we 
have been able to determine to date, falling-out 1s 
a morbidity broader than those 
ascribed specifically to malign magic. 

We would like to suggest that there is good evi- 
dence of socialization for falling-out spells (role- 
modeling behavior) in school situations as well as in 
religious and death-related contexts. The author is 
personally aware of it from black schools in New 
Orleans, but the best-known description from the 
literature is perhaps that provided by Herndon. He 
does not refer to falling-out, but he devotes Chapter 
17 to “The plop reflex” and includes the following 


category cases 


account 


Opal, all hope lost, let out a yell, launched herself back- 
ward exactly as if she were a diver beginning a back one- 
and-a-half, flew into the air, bounced off a desk and came 
down right square on her head on the floor and lay there 
[14, p. 74] 


Although Herndon’s work was brought to our 
attention after our own assessment had been formu- 
lated, his interpretation is not unrelated to the one 
offered in the next section. 


It’s significance? I’d say it was terror. When all hope was 
lost, when no one was going to understand, when your 
demand wasn’t going to be satisfied (even if that demand 
was impossible of satisfaction)—then you could resort to 
terror.... Possibilities, justice—none of it counted just 
then, and your momentary terror came as a reflex too, 
a reaction to an event which had just rendered you power- 
less [14, p. 75]. 

In our view, the above accounts are suggestive of 
widespread patterns of behavior in black populations 
in the United States which cannot be dismissed in 
an off-hand way [59]. The extent to which such behav- 
ior becomes disabling to the point that it is con- 
sidered and treated as a sickness (whatever its etio- 
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logy) is unknown. As stated above, our best “preva- 
lence” indicators for emically (culturally) defined cases 
of falling-out come from ethnographic reports in an 
inner-city area of approximately 10 square miles, 
which places such morbidity at 23% of 116 Bahamian 
sample households and at 10° of 120 Southern Black 
sample households. Only clinical examinations, labor- 
atory tests and electroencephalographic findings 
would clarify this picture further by ruling out epi- 
lepsy and other physiological problems which might 
account for the reported behavior. In the meantime 
we cannot disregard the fact that the percentage fre- 
quencies involved are unusually high for any standard 
morbidity category such as epilepsy, diabetes or arth- 
ritis in two populations with the following character- 
istics: 61°% of the Bahamian sample members aged 
20 or younger with 7%, aged 60 and over: and 69.5% 
of the Southern Black sample members aged 20 or 
younger with 3% aged 60 and over. Only 32% of 
Bahamian sample members were within the age range 
of 20-60 years; while 27.5% of Southern Black sample 
members fell into this age group. 


CONTEXTS OF OCCURRENCE 


Although we have provided percentage frequencies 
of reported cases of falling-out from only two of the 
three black groups in our study, additional field in- 
quiry in the Haitian community suggests that the syn- 
drome has a fairly high rate of occurrence in that 
ethnic group also. Nevertheless, in the absence of a 
formal, intensive investigation into the matter, our ex- 
perience provides only a beginning basis for review 
of contexts in which falling-out occurs in the three 
groups. Subsequent carefully controlled research may 
shed additional light on such matters, but it is advis- 
able to set forth our preliminary observations at this 
time. Necessarily, these must be presented in the form 


_of generalized, etic (orthodox) descriptions. 


There is little concern about episodes of falling-out 
which occur in the setting of a religious service or 
ritual ceremony. They are anticipated and viewed as 
appropriate when they are experienced during a 
funeral, following the receipt of shocking news, or in 
other fairly predictable social contexts, They are rela- 
tively common, for example, among students in stress- 
ful school situations or among adults in crowds, when 
standing in lines, or working, walking and standing 
in the hot sun. 

Another setting in which falling-out understandably 
may occur is in the context of an argument. When 
anger or rage become so intense that the individual 
feels like doing “something awful”, i.e. lashing out to 
harm, possibly with the intent to kill, he “blacks-out” 
before the impulse can be carried into action. Upon 
“awakening” or being “brought-out” of the spell, by 
use of ice at the base of the skull, or alcohol, 
ammonia or some similar substance to the nose, the 
individual is confused, exhausted and no _ longer 
angry. The spells may or may not become problem- 
atical thereafter. If they recur with any frequency, they 
begin to interfere with productivity and employment. 
They tend thereafter to become increasingly incapaci- 
tating and confining. 

Falling-out is also associated with fear-arousing 
situations, such as accidents which may or may not 
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have been foreseen moments before the event. Under 
these circumstances falling-out spells might occur 
prior to or at the moment of trauma, but more fre- 
quently they begin in post-traumatic periods. Our 
attention has been drawn to episodes of falling-out 
which have become chronic as sequelae of life-threat- 
ening accidents, a series of unexpected, traumatic 
events such as sequential robberies and beatings, or 
a downward trend in life circumstances as a conse- 
quence of an accumulation of crises and misfortune. 
In such instances the condition can render the indivi- 
dual disabled at a reduced level of functioning which 
prevents gainful employment; or it can become pro- 
gressively disabling to the point that death seems im- 
minent [15]. 

Profound sexual conflict has been implicated in 
several debilitating cases of falling-out identified dur- 
ing the course of work on the HEP. From a small 
sample of eight females who were neurologically 
examined, psychologically tested and intensively in- 
terviewed from both anthropological and psychiatric 
perspectives, two assessments have been drawn. One 
suggests the possibility of deep-seated conflict about 
sexual identity in terms of psycho-sexual develop- 
ment. The other suggests deep-seated conflict possibly 
related to acculturative processes in upwardly-mobile 
black families. The two are not necessarily mutually 
exclusive, but for present purposes we feel the latter 
requires greater elaboration than the former. 

The families in this small sample of eight attended 
churches of national organization, e.g. Episcopal, 
Baptist or Methodist with somewhat middle-class 
orientations. None attended more fundamentalist 
types of churches in the Pentecostal or Holiness re- 
ligious categories. The latter, however, are more com- 
mon than the former in the study area involved. 
There is in this pattern the suggestion of a switch 
from a traditional black religious orientation to a 
more middle-class “white” value orientation. A 
specific double-bind may be generated by such a shift, 
because it is especially conflict-laden in the area of 
sexuality. 

This hypothesis rests upon definitions of what 1s 
“good” and “healthy” in the realm of sexual behavior. 
The more traditional view in the three black groups 
under study in a low-income, inner-city area is that 
sexual relationships are both pleasurable and desir- 
able, i.e. they are “good”. Also, the birth of a child 
is an indication of fecundity. It means “good health”, 
and this is desirable, whether a legally defined marital 
relationship is involved or not. In contrast, the more 
middle-class traditional white values reflected in or- 
thodox religious teachings are that sexual relation- 
ships before marriage are “bad”. Virginity is “good” 
‘and “good health” is, therefore, related to sexual 
abstinence and no children outside of marriage. 
Hence, if a young woman achieves “goodness” and 
“good health” in one system, she automatically 
ensures the absence of these qualities in the other. 

Whichever way a woman in such circumstances 
moves, at some level of psychological functioning she 
is transgressing established values and may expect to 
be punished for her behavior, socially, supernaturally 
or otherwise. In this situation, although a conscious 
choice may be made, there is no way to anchor sub- 
conscious processes to that decision. The young 


women all reside in communities where both sets of 
values obtain and where the behavior of their friends 
and peers may reflect the pre-eminence of traditional 
assumptions about sexuality. 

Another contexual framework in which falling-out 
appears to occur in more than a coincidental way 
is that of ambiguity within the inner-city itself. HEP 
records suggest that intolerable levels of social ambi- 
guity (and therefore anxiety) may be contributing fac- 
tors in some cases of chronic falling-out. Situations 
of ambiguity abound in the life circumstances of im- 
migrants into inner-city areas. Uncertainty is an 
omnipresent condition of life for long-term inner-city 
dwellers who have become trapped in areas with 
many environmental deficiencies, overcrowding, high 
rates of crime, and who manage only marginally to 
subsist; certainly not to thrive. Given the precarious 
nature of survival in such settings, distinctions for 
both newcomers and oldtimers may become blurred 
between friend/foe; appropriate/inappropriate; accep- 
table/unacceptable; right/wrong, etc. Project records 
document this pattern particularly for Bahamians 
whose income levels in the research area are the low- 
est of the five groups studied, but whuse settiements 
antedate those of Southern Blacks in Florida. In this 
respect the Haitian problem of adaptation in the in- 
ner-city is magnified by language difficulties as well 
Most speak Creole only. Some also speak French. 
A very small percentage speak English sufficiently 
well upon their arrival to move about with relative 
ease 

Although we stress intolerable ambiguity as a con- 
textual feature in some cases of falling-out, we recog- 
general 


nize that ambiguity is 
characteristic of life in the inner-city. As such, it may 


social probably a 
serve as “background” for some of the immediate cir- 
cumstances which appear to precipitate occurrences 
of the condition. Interpersonal conflict, for example, 
is likely to be nourished by such conditions. Forces 
potentially damaging to the individual are implicit 
in the concept of social ambiguity. Unpredictability 
is also inherent in the manner in which such forces 
may be experienced by the individual. It hardly need 
be said that feelings of powerlessness, anger, anxiety 


and fear are the expected concor unpredic- 


table and potentially damaging social, economic and 


political forces, wherever they occur 

A final pattern which seems to be emerging from 
our increased attention to episodes of falling-out 
(both within and outside the HEP study area) relates 
to young men with a potential for excellence in some 
field of activity, particularly sports. One young man, 
for example, ran exceptionally well as a student ath- 
lete. During his basic training in the Army he was 
considered outstanding in that he could run faster 
and farther than any other man in his outfit. While 
engaged in a running field maneuver, however, he 
stumbled and fell, hitting his head and causing several 
others to “pile up” on top of him. He was sent to 
sick bay, kept there for a while and then released. 
Subsequently, he began to fall-out and was eventually 
discharged because of this disability. He has had great 
difficulty maintaining employment since that time 
because of his spells. We do not intend to suggest 
that chronic problems inevitably arise from such cir- 
cumstances, but this represents a fairly typical course 
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of development for some cases of falling-out in young 
males. 

While discussing our observations on the patterned 
occurrence of falling-out with Dr Timothy McCart- 
ney in 1974, we learned that “black-outs” are rela- 
tively common among male athletes in the Bahamas. 
Dr McCartney, a Bahamian psychologist, stressed the 
intense competition among sportsmen as contributing 
to such episodes and added that a superior perform- 
ance brought forth adulation from spectators; while 
the slightest error elicited harsh denunciation from 
the stands. Since this is true for most spectator sports, 

must ask whether or not the perception of this 
black Americans and 


ians is also recognizable and of similar magni- 
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frequency and _ unpredictability 
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in contrast, 
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e and distinct syndromes 
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Because of peculiarities of diagnosis and therapy from 
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“outside”’) viev 
(cultural 
as health care is concerned. 


a dilemma insola! 


PROBLEMS OF DIAGNOSIS (ETIC VIEW) 


Currently, falling-out represents the kind of health 
problem that is easily bypassed by’ orthodox pro- 
viders of care. In clinical settings patients rarely offer 
“falling-out” as a presenting complaint. They gener- 
ally attend clinics for other types of health/illness 
problems. Consequently, unless a patient is brought 
to the emergency room in a state of “seizure”, the 
condition tends not to be recognized. When it is ack- 
nowledged, the patient usually is referred to a neuro- 
logy clinic. He often emerges from neurological exam- 
ination with a diagnosis of “idiopathic epilepsy”—a 
term which Pryse-Phillips says “betrays our ignorance 
of the nature of the cause” [16, p. 6]. Such patients 
are commonly treated with anticonvulsant medication 
even though the electroencephalogram may be 
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“within normal limits” and/or “lacking in paroxysmal 
activity”. In family medicine clinics some patients are 
treated with tranquilizers for episodes of falling-out 
which may be brought to the attention of their phys- 
icians. Rarely is psychiatric consultation requested for 
such patients. Rarely do such patients seek psychiatric 
care on their own. Furthermore, when psychiatric in- 
patients are identified as persons who also fall-out, 
the spells themselves tend to be viewed as peripheral 
problems, hysterical in nature but not amenable to 
psychotherapy; nor are they considered to be amen- 
able to other forms of psychiatric treatment. Thus, 
little attention is paid to the “hysterical” condition 
itself [17]. An alternative course of action in psy- 
chiatry is to consider falling-out as an appropriate 
candidate for the “Symptoms, signs and _ ill-defined 
conditions” category of the International Classifica- 
tion of Diseases [18]. As such (and by definition) it 
is neither classified nor treated with confidence. 
Insofar as the orthodox health care system is con- 
cerned, falling-out appears not to exist as a syndrome 
to which it must address itself. Whether encountered 
in neurology, family medicine or psychiatry, it falls 
into a “left over” or “hard to diagnose” category. Fur- 
thermore, when, on the basis of negative clinical and 
laboratory results, disability from falling-out is 
defined by health practitioners as “functional dis- 
order”, patients may be screened out of the health 
facility and sent home. They may be advised that 
nothing is wrong or that nothing can be done for 
them. In such instances, morbidity from falling-out 
may decline, remain stable or progress to the point 
that movement outside the home is prohibited, In 
other circumstances, such as those reported by Rubin 
and Jones in a companion article in this series, death 
may become a very real possibility. To the extent that 
falling-out is viewed as peripheral rather than central 
(i.e. as a syndrome in its own right) proper diagnosis 


.cannot occur and appropriate therapy is not likely 


to be instituted. 


PROBLEMS OF DIAGNOSIS (EMIC VIEW) 


In the three populations under discussion, falling- 
out, blacking-out and indisposition are all perceived 
initially to be caused by “high” or “low” blood. “High 
blood” is not identical to the etic “high blood pres- 
sure” [19]. Rather, it is defined emically (culturally) 
as blood which rises and accumulates high in the 
body, affecting the head and brain. The episodes of 
collapse are seen as caused by the force of blood 
against the brain, or by the “clotting” of blood in 
the neck area at the back of the head, thus preventing 
proper circulation. Any emotional shock or height- 
ened emotional state can cause the blood to “heat”, 
“thicken”, and to “rise” in the body. In contrast, “low 
blood” is viewed as an insufficient amount of blood 
as well as blood lacking adequate nutritional elements 
to properly nourish the body. When blood becomes 
so “low” that it fails to supply the head and brain, 
falling-out (including blacking-out and_ indisposition) 
can occur. In the case of “high blood” home remedies 
are used to “cool the blood” and “bring the blood 
down”. For “low blood” special foods and tonics are 
taken to “build up the blood” in both quantity and 
quality. 
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During the early experiencing of falling-out, the 
episodes may be attributed strictly to the natural 
action of the blood, too much heat from the sun, 
profuse sweating, heavy “flowing” during menstrua- 
tion and the like. If the spells continue, however, they 
begin to be defined as a “sickness”; possibly an “un- 
natural” one, caused magically by someone with mali- 
cious intent. The magical influences may be seen as 
directed toward the individual afflicted or as an inher- 
ited segment of a larger problem in which other 
members of the family have been magically harmed 
or destroyed. In somes cases when an “unnatural” 
etiology is diagnosed, the individual may see the 


problem as being “allowed” by God for purposes of 


correcting some kind of improper behavior or to 
ensure that the individual cleanses himself of what- 
ever harmful influences may be operating in his life 

The services of an orthodox health profesional may 
be enlisted at some undesignated stage to help assess 
the “naturalness” or “unnaturalness” of falling-out 
spells. At the point that an unnatural etiology seems 
likely, cure may be sought through prayer and spiri- 
tual healing on the one hand or through the interven- 
tion of a “sorcerer” on the other hand (Southern 
Black = root doctor; Bahamian = obeahman: Hai- 
tian = houngan). A favorable outcome may or may 
not be achieved. Frequently, the cost of traditional 
therapy is beyond the means of the patient. In such 
cases the orthodox system may be utilized. but there 
is evidence in some cases of this type that hope fo 
a cure may be abandoned with resignation and 
ceptance that “nothing can be done”. There is, then, 
an expectation of a lifetime of suffering from the con- 
dition with the assumption that it will be this sickness 
which will “carry one to the grave” 

When the episodes are understood to be super 
turally sent by unerringly malevolent design (throug! 
magic and by an enemy), the individual may see him- 
self as “marked”, with death the only outcome unless 
he works hard to fight the power of the malign magic 
by means of more powerful countermagic 
simply are not available for appropriate treatment, 
then death may ensue. In some cases behavior may 
become disturbed, with demands upon the individual 
and personal control viewed as being exerted from 
the spirit world. Ordinarily, however, there is 
“nothing wrong with [the afflicted individual's] 
head”, i.e. he is not perceived to be “crazy” 

In summary, from an emic view, falling-out appears 
to be a term applied to similarly patterned behavior 
occurring in a wide range of circumstances. It is con- 
sidered as normal and expectable in many instances 
and in other instances as atypical by virtue of its fre- 
quency, duration and/or unpredictability. When fall- 
ing-out is defined (emically) as a sickness, it implies 
a range of etiological possibilities. These may vary 
depending upon the level of analysis used to deter- 
mine the cause, i.e. proximate (blood; heat) inter- 
mediate (family inheritance: spirits) or ultimate causes 
(God, enemies). 

In contrast, from an etic perspective, falling-out 
appears to be a condition which may include a wide 
range of pathological phenomena manifest in the 
same form. When no clear-cut diagnosis can be made 
in any of the specialty areas of the orthodox health 
care system, falling-out may be medically managed 
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as epilepsy (with or without much improvement) or 
it may be declared “functional” and dismissed as 
being outside the purview of orthodox medicine’s cur- 
ative powers. If it is considered as “hysteria”, that 
diagnosis also tends to exlude it from serious thera- 
peutic consideration. 

From the patient’s (emic) perspective, diagnosis and 
therapy may be sought from orthodox health facilities 
as long as the problem is viewed as a “natural” 
In the event it comes to be 
natural”, the orthodox 
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DISCUSSION 
The psychodynamic process in falling-out seems to 


be dissociation almost exclusively. This is in contrast 
to amok-like rage reactions which reflect a primary 
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reliance upon projection accompanied by dissociation 
as a secondary major ego defense mechanism [20]. 
As a dissociative state, falling-out may be considered 
both psychogenic in origin and representative of a 
psychophysiological state of altered consciousness 
potentially available to all human beings [21, 22]. 

Dissociation is “the segregation from consciousness 
of certain components of mental processes, which 
then function independently as if they belonged to 
another person [23, p. 454]. Dissociation is also 
defined as “the separation of ideas from their natural 
and appropriate affects or feelings” [23, p. 454]. The 
anthropological literature discusses the occurrence of 
such states within two broad classifications, those 
which are manifested within sacred, religious contexts 
and those which are experienced outside of such set- 
tings. While the first definition of dissociation given 
above is more appropriate for “possession trance” 
(trance with spirit possession) which typically occurs 
in the course of religious ceremonies, the second 
definition is applicable to many reported forms of in- 
dividual trance-like (dissociative) behaviors outside of 
institutionalized settings. Although falling-out occurs 
in both the sacred and secular realms, to our knowl- 
edge it becomes an illness only in secular contexts 

The neurophysiological concomitants of dissoci- 
ation have been explored within institutionalized 
milieux such as those of religious ritual, but compar- 
able attention has not been accorded dissociative 
states outside of ceremonial circumstances. Multiple 
symbolic, visual, 
neurophysiological factors have been posited as being 


social, auditory. emotional and 
contributory to achievement of the desired psycho- 
logical state in ceremonial settings [24-26]. No simi- 
larly complex psychophysiological assessments have 
been attempted in combination with social and cul- 
tural analyses for those types of dissociative episodes 
of concern to us here. Levy, Neutra and Parker [27] 
offer an important beginning in this regard, although 
their consideration of psychodynamic factors in 
socially complex situations is somewhat limited. 

Despite the paucity of multidisciplined inquiries, 
both individual and patterned 
within groups have been described and analyzed. 
Social scientists have tended to assess the conditions 
in social structural terms; while psychiatrists have 
elected to offer psychodynamic interpretations. The 
overhelming emphasis in both types of literature has 
been on syndromes, per se. 1.e. the “disease” entity, 
its behavioral features and its meaning within the cul- 
ture of its occurrence. It was from this broad group- 
ing of clinical entities that some of the better known 
ones (latah,, amok, imu, koro, negi negi, etc.) were 
selected by Yap as the basis for his incorporation 
of the “exotic” syndromes into the range of general 
psychogenic disorders. 

Arieti and Meth [28] had previously considered 
these conditions to be unclassifiable. However, the 
argument advanced by Yap [29] was that there were 
two classes of psychogenic disorder; one “typical” the 
other “atypical” by virtue of the fact that loss of con- 
trol of ego-related functions occurred through “disso- 
lution of the ego”. 


dissociative states 


These syndromes are culture-bound in that certain systems 
of implicit values, social structure and obviously shared 
beliefs produce unusual forms of psychopathology that are 


confined to special areas. Social and cultural factors bring 
about special forms of mental illness, although these are 
only atypical variations of generally distributed psycho- 
genic disorders [29, p. 38]. 

Whether such episodes occurred in ceremonial or 
non-ceremonial frameworks was irrelevant to Yap. 
He recognized that some “possession” states were 
socially exploited but considered the state itself to 
be dysfunctional and pathological nevertheless. 

Weidman and Sussex [30] have contended that 
Yap’s distinction is not helpful. Because projection 
and dissociation (dissociated, altered, narrowed or re- 
stricted consciousness) are predominant in most of 
them, the behaviors involved in both the “typical” 
and “atypical” disorders (both institutionalized and 
noninstitutionalized) seem much more clearly to fall 
along a psychological continuum than they do into 
two separate groupings. It is within this theoretical 
framework that falling-out is herein considered. 

Despite Yap’s proposal that culture-specific fear 
reactions, rage reactions, phobias and dissociative 
states be called the atypical culture-bound reactive 
syndromes, they are widely acknowledged simply as 
the culture-bound syndromes or the culture-bound 
reactive syndromes. This label implies much greater 
cultural specificity than the evidence allows, however. 
For example, /atah (an exaggerated startle reaction) 
is considered to be a culture-bound syndrome; yet 
latah-like reactions occur in widely-separated coun- 
tries of the world [31, 32]. Each condition has its 
own cultural name, but the Indonesian word latah 
is the one which is used to identify the basic psycho- 
logical characteristics underlying all of them, and they 
are generally considered to be members of the same 
class. In the same way we have adopted the term 
“falling-out” to refer to separately-named conditions 
in three ethnic groups of different historical experi- 
ence but each of African origin. Whether or not we 
mention all three names, 1.e. falling-out, blacking-out 
or indisposition, we are discussing a syndrome charac- 
terized by a rather well-defined set of symptoms. In 
its chronic form it must be considered a candidate 
for “culture-bound reactive syndrome” status. 

Those who are familiar with the literature on 
the “exotic”/“culture-specific”/“culture-bound” reactive 
syndromes will recall that there is controversy regard- 
ing their typicality or atypicality along three par- 
ameters. One pertains to psychiatric nosology; 
another pertains to prevalence. The third and central 
one, as briefly indicated above, pertains to ego func- 
tioning [30]. Let us consider falling-out in relation 
to each of these parameters. 

In the first instance, there is general agreement that 
the disorders are atypical insofar as Western psychia- 
tric nomenclature is concerned. Falling-out certainly 
meets this criterion. We have avoided classifying 
chronic cases of falling-out as typical hysteria of 
either conversion or dissociative type. Persons who 
fall-out chronically are atypical “hysterics” in that 
they do hurt themselves. Their behavior lacks the 
marked manipulative overtones so often ascribed to 
hysterical conditions. Although initially there may be 
some typical “hysterical” secondary gain in the form 
of more solicitous or “respectful” behavior by others, 
this diminishes through time. As the condition 
becomes chronic, far more negative consequences 
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than positive ones are associated with the symptoms 
that comprise this disabling and sometimes life- 
threatening illness. Furthermore, in contrast to the 
indifference of individuals showing symptoms of 
classical conversion hysteria, victims of chronic fall- 
ing-out show great concern about their health prob- 
lem. 

Additional evidence on the matter of conversion 
hysteria comes from psychological tests on a small 
sample of women. Lefley, who analyzed the Miami 
Rescue Unit Run Reports cited above, also agreed 
to look into the psychological profiles of several indi- 
viduals who were relatively disabled by the frequency 
of their falling-out behavior. Her evaluation is in- 
cluded in this mini-series on the syndrome, but for 
present purposes it is important to comment on her 
findings. A battery of psychological tests administered 
to eight female patients (age range 14-46; median age 
28.5 years) revealed not one who showed a typical 
hysterical profile. Their responses reflected “little of 
the impulsivity, lability and free-flowing emotionality” 
which psychologists see as characterizing hysteria. On 
the contrary, they “seemed incapable of emotional 
responsiveness and tended to deny affectional needs 
altogether” [33] 

Persons who fall-out are also atypical for hysteria 
of the dissociative type. Their consciousness is altered 
but not dissociated in the form of split personalities 
or possession by spirits. In falling-out, it is more a 
matter of constricted consciousness through dissoci- 
ation than it is a dissociated consciousness. 

Falling-out in its most characteristic form also 
lacks most of the criteria which are diagnostic of epi- 
lepsy; yet some patients do show confused or ambi- 
guous electroencephalographic results. At times dur- 
ing what might be called the “climax” of a particular 
course of illness, paroxysmal activity may be evident 
in the electroencephalogram and there may be single 
or limited episodes of bowel or bladder incontinence 
If the patient is fortunate in finding appropriate care, 
his convulsions, specifically, and falling-out spells, 
generally, may cease, and the EEG responses may 
revert to normal. Thus falling-out cannot be accepted 
as typical epilepsy. 

The condition cannot be considered a psychotic 
reaction either. Although, following Yap, the exotic 
syndromes are now generally accepted as members 


of the class of psychogenic disorders, Yap himself 


observed that “patients may not always be disturbed 
enough...to merit being called ‘psychotic’” [29, 
p. 38]. Those who are afflicted with falling-out spells 
repeatedly stress that “There is nothing wrong with 
my head”, meaning that falling-out to them is not 
a form of “madness”. There is consensus on this by 
other members of the ethnic group. James N. Sussex, 
a psychiatrist, concurs that falling-out does not rep- 
resent a psychotic reaction [34]. There is a quick 
return to the former state of mental competency fol- 
lowing such episodes. It is only in the most severe 
cases that a confused mental status and bizarre be- 
havior might develop, and even these may be transit- 
ory or of limited duration. Generally, restorative 
psychological processes are far more in evidence than 
any chronic psychotic process would allow. 

In brief, at the present time, falling-out appears to 
be identifiable as a “culture-bound syndrome”. This 


probably means that it settles into a large class of 
disorders which realistically can be defined only as 
episodes of “altered consciousness with a range of 
concomitant behavior from convulsions to organized 
hysterical behavior” [27, p. 33]. The central psycho- 
logical process is dissociation, but for chronic cases 
of falling-out we give less weight to the “hysterical” 
components and greater acknowledgement of convul- 
sive features. The majority of cases known to us, how- 
ever, seem to fall somewhere in the middle range of 
this continuum. 

The second point at issue in the literature on cul- 
ture-bound reactive syndromes relates to the typica- 
lity or atypicality of their occurrence, i.e. their preva- 
lence, in the cultures in which they are recognized 
and named. Although Yap bases his assessment upon 
their psychiatric “atypicality”, he acknowledges that 
they are not always rare in the societies in which 
they occur. Weidman and Sussex have previously 
referred to the confusion related to prevalence as fol- 


lows 
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Others are 


illnesses in occur 
included as one * within a 
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More recently, Levy, Neutra and Parker [27] 
sharply criticized investigators for failing to clarify in 
form 
here is, in fact, no general consensus in the literature 


on prevalence of the culture-bound 


their publications matters of prevalence and 


reactive 


syn- 


dromes. This is probably because there is such confu- 
sion regarding both form and severity of the condi- 
“culture-bound” category 

lately has made an effort 
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it corresponds to a conversion reaction 


to a paranoid development. In most instances the 
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cal] entities [35, p. 29] 


These observations from the Gulf of Carpenteria are 
quite in line with our understanding of falling-out; 
moreover, they may be accounted for by a theoretical 
formulation which 
combining the psychological processes of repression, 
denial, projection and dissociation [30]. 

In Miami, insofar as we have been able to deter- 
mine without benefit of a full-scale epidemiological 
investigation into the matter, falling-out is a term 
which includes a range of behavior that may not be 
of the same class medically. Fainting, for example, 


posits ego-defensive strategies 
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may be included in the rubric along with diagnosed 


epilepsy. To what extent hemoglobinopathies or 
hypoglycemia and the like may be contributing 


physiological factors is not known [36]. There 1s 
widespread recognition and use of the term. “Man, 
I nearly fell-out™ is one form taken to express great 
excitement, joy, surprise, anguish, fear or shock. Such 
allusions to the syndrome seem to be associated witl 
enhanced emotionality of some type. On the basis 
of these observations, combined with HEP findings, 


we would have to say that falling-out has a high rate 


of recognition and a fairly high rate of occurrence 


among the black groups in the area. Any community 
member can describe it and give examples of situ- 
ations in which it is likely to occur in its less serious 
form 


nsofar as severity is concerned, we must acknowl- 


edge that falling-out in the ethnic groups in which 
it occurs is not viewed initially as an illness. If it 
becomes chronic, it 1s so-defined, but only rarely does 
it lead to psychiatric disorder in the form of a psy- 
chosis. When it becomes chronic, it may pro- 


become pr¢ 
1 
i 


gressively disabling in both medical and psychiatric 


terms. If the 


psychogenic in origin as we believe them 


“undiagnoseable” chronic forms are 


to be, 


they must be considered psychiatric disabilities 
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[37]. When we focus 


on this end of what 


| | 14 . 
we believe to be a continuum, we would have to say 


that death from falling-out is more frequent than we 
might have suspected but that it is relatively rare in 
relation to less severe but chronic cases that we have 


encountered. No matter which way we 


falling-out, it shows a surprising 


ity. We suspect that 


and comple 
lor other similar 


this may be true 
“culture-specific” syndromes when the; 


studied. If this should be the case, | 


types ol 
intensively 


ness’ [38] recent proposal to classify 


States in noninstitutionalized settings as 


psychoses” probably will have to be dismissed as un- 


acceptable from both etic and emic perspectives 


[he third point relevant to the issue of typicality 

atypicality pertains to 

above, the culture-bound syndromes have 
Yap. 

the face of stress of 


34]. The 
is that they involve phenomena which are 


ego-functioning. As indicated 
been con- 
sidered “atypical”, particularly by because they 
appear to occur, inexplicably, in 
“less than catastrophic degree” [29, p. argu- 
ment psy- 
chopathological and dysfunctional in their own right, 
e.g depersonalization, dissociation, command 
automatism, psychophysiological changes, etc. [29]. 
Yap sees these phenomena as representing a dissolu- 
tion of the ego with loss of control as a consequence 
of weak ego-strength. In his words, “culture can in- 


non-adaptive, abnormal reactions to ordi- 


duce highly 
nary (our emphasis) trauma which otherwise occu! 
only after massive calamity (our emphasis)” [29, 
p. 50]. Hence, if we were to adopt this view we might 
theorize that if a United States senator with presiden- 
tial aspirations dissociates after the massive personal 
and political calamity of an accident which, under 
very questionable circumstances, causes the death of 
his female companion, the reaction is typicaf and 
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appropriate to the degree of stress involved. But when 
a black individual falls-out while standing in line in 
a grocery store in Miami, in response to something 
which occurs on television or as a consequence of 
an argument, the reaction is considered atypical and 
can be accounted for only on grounds of a general 
“weakness in ego-functioning™ which, apparently, is 
“culturally-determined”™. 

Weidman and Sussex [30] have written previously 
that it 1s imply a general culture- 


ego-weakness wherever the “culture-bound” 


not necessary to 
specific 
syndromes occur. In contrast to Yap’s postulated 
‘culturally-determined weakness in ego-functioning™ 
these authors have stated that it makes better sense, 
anthropologically and psychiatrically, to treat the so- 
called culture-bound syndromes as representing 
f 


of ego-regulated action along a full range of adaptive 


behaviors. Ego vulnerability and adaptive capacity 
re better understood when seen as interwoven with 
world view, social context, experiential and temporal 
ictors mien 
World view, social context, experiential and tem- 
poral factors, in fact, are crucial to such evaluation 
[he key role of world view in relation to self-concept 
and use of denial and projection in ego defense has 
been stressed by the author since 1959 [39-42] and 
s 1971 by both Weidman and Sussex [30] in rel 
n lissociation as well. The essential features of 
world view posited as being significant issociated 
vith a major reliance upon these psycholo | pro- 
cesses are emphasized once again for purposes of the 
present discussion. They include: the perception of 
threatening, unpredictable (ambiguous) and poten- 
tially destructive environment. Characteristics of this 
potentially destructive environment derive from 
social, natural and supernatural realms; from “other- 
human” as well as from human beings. Aspects 
I ch a world view are reinforced and magnified 
by realities of life within the inner-city area itself and 
in the context of oppressive. immobilizing forces in- 
herent in the dominant social, economic and political 
di 1 predominantly white society. The in 
dividual in the context of such a world view perceives 
himself to be “acted upon” by his total environment 
consequently, his sense of mastery must come from 
protecting sell in every way possible and from 


environmental 


advantage. For two 


(social/natural 
own 
articles which directly and indirectly reflect some of 
these aspects of world view for black Americans, the 


is referred to Snow [43, 44]. It is 
the world and reality 


reader only by un- 


derstanding this perception of 
that the following discussion may be fully understood. 
Since the matter has been so fully explored in the 
references cited above, it will not be discussed further 
at this time. However, the significance of a “threaten- 
“unpredictable”, and “potentially 


world view will become apparent as we proceed. 


ing’ destructive” 

Perhaps because of dual perceptions, one of the 
world as a basically hostile place and another as a 
self which is “acted upon”, falling-out seems closer 
to a generalized fear reaction than to one of rage. 
The two may be interdependent in specific sets of 
circumstances, however. If we return to the contexts 
of occurrence of falling-out discussed previously, this 
point can be clarified. For example, with regard to 
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falling-out spells associated with the expression of 
rage, both anger and fear seem to be involved in these 
episodes. There is sufficient rage to kill: there is also 
the fear of retaliation (magical or physical) if such 
an event were to occur. Dissociation serves to remove 
the individual from a situation in which he can only 
lose. If he holds himself in check and does not carry 
his rage into action, he remains the loser in whatever 
struggle is in process, thereby jeopardizing his pos- 
ition in the future as well. If he acts on his murderous 
impulse and destroys the party involved in the con- 
flict, he has done something terribly wrong but, of 
equal or even greater importance, his own death or 
incarceration may be assured. Thus falling-out helps 
the individual: (a) deny the extent of his feelings: (b) 
avoid “backing-down”; and (c) protects him from the 
consequences of his unacceptable feelings and poten- 
tial actions, the ultimate fear of which is the possibi- 
annihilation. The physiological 


acute 


lity of changes 


accompanying such an Stress situation must 


be considered as intrinsic to the dissociative state 


itself 
Insofar as falling-out is related to trauma and mis- 


fortune, we can only speculate that dissociation func- 


tions to alleviate anxiety surrounding the precipitat- 
ing events and the possibility of future harmful events 


There is in the defensive stance associated with a 


potentially dangerous and unpredictable way of life 
a diffuse apprehension and concern with warding-off 


misfortune. Misfortune can occur from any direction, 


with any force and in any type of sequence. One trau- 
fear of 


matic episode may be sufficient t 


others, and dissociation may function to contain the 


» generate 
level of anxiety surrounding the meaning of one or 
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r not the power behind such processes n 
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future successes or, possibly, to destroy the individual 
alone or together with all members of his family. In 
either case the prognosis is a frightening one. Dissoci- 
from such 
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panic 
In those cases of falling-out which 


seem 


to sexual conflict, the dissociative episode 
might serve to prevent sexual impulses or feelings 
eaching Although = it 
would be difficult to document, it is possible that fall- 


ing-out spells occur at points of heightened sexuality 


from r conscious awareness. 


in social encounters, responses to television programs, 
dreams, fantasy, etc. Depending upon the. nature of 
the dissociative state may also prevent 
How- 
ever, if chronic falling-out episodes are subject to the 
interpretation that they may be magically caused by 
someone who wishes harm to the family or a particu- 
lar member (not necessarily the victim); then fear may 
emerge as another dimension which could undermine 
a fairly stable state of adaptation. For several reasons 
it is important to repress the fear itself. 

A world in which harmful, intrusive forces 
to be thwarted requires a guarded posture. Conse- 
quently, any apparent break in the boundaries 
between fortune/misfortune; good/evil may be likened 
to a crack in a dam for an individual situated in 
the path of a potential flood. Also, there is a belief 


the conflict, 
feelings of anger from being expressed directly 


need 
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that the power of evil can “spread” upon contact. 
“Contact” can occur through association with those 
afflicted but also by means of thoughts and words 
which acknowledge it. Thus there is good reason for 
an individual who falls-out to deny to self and others 
the possibility that rootwork may be the cause of the 
condition. In situations where sexual conflict seems 
to be implicated, repression and denial may be func- 
tioning at two levels; first to prevent recognition of 
the basic conflict; second to avoid considering the 
episodes as possibly “caused” by rootwork. The need 
to initiate counter-measures 
within the magical realm is some undertaken 


resort. In chronic ca of falling 


to confront this issue and 
times 
only as a last 
it may not be allowed for many months or even ' 
Another aspect of delay features ambivalence 
ing contact with traditional wh 
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they be 
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disappears entirely. At the point that the 


“overpower! ed 


quant 
of excellence is gone, the individual is 
by negative forces confronting him 
Our interpretation of the function of falling-out for 
young adult males requires that they be placed within 
the framework of prior experiences and significant 
timing as well as world view. When this is done two 
interrelated cognitive and emotional processes are 
paramount. The first relates to shame and humiliation 


106 HAZEL 


in the face of an error (such as the fall by an experi- 
enced “athlete” during field maneuvers) and sub- 
sequent anxiety about the possibility of future error. 
Any loss of the “power” of excellence threatens the 
ability to continue to perform according to high 
expectations. Any “weakness” leaves the individual 
vulnerable to further denunciation and _ intensified 
attack from a continually threatening world. It leads 
logically to the same ultimate fear mentioned in rela- 
tion to the possibility of violently expressed rage, 
namely, the fear of “annihilation” not just in a par- 
ticular career line, but possibly in every area of the 
life space. 

The second cognitive and emotional dimension 
relates to the still viable belief held by some members 
of black groups that success will encourage others, 
through envy and by use of malign magic, to try to 
bring one down. Consequently, in the example intro- 
duced earlier, the fall during field maneuvers may not 
be seen as “accidental”. It may represent evidence of 
the beginning of a fall from power, with the expec- 
tation or fear of a whole series of unfortunate events 
to follow 

Insofar as blacking-out among young male athletes 


in the Bahamas is concerned, we can only speculate 


further along similar lines. The episodes could occur 
after success but in the wake of some “unfortunate 
event”. On the othe1 hold 


true. The fear of achieving the “power” of excellence 


hand, the converse could 


could precipitate black-out spells prior to success o1 


stardom. The basic fear would be related to the type 
the level of 
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of beliefs outlined above. In either case, 


anxiety surrounding the consequences of “stardom” 


be comparable and sufficiently 
falling-out. 


and “success” may 
great to precipitate black-out spells, i.e 
Such spells may serve to deny “culpability” on the 
part of the individual for an error while “removing’ 


him from an intolerable position of vulnerability; or 
they may prevent him from having to move into that 
vulnerable position 


It must be stressed that interpersonal or intrapsy- 


. + ar mt ] le ) , 
chic conflict are always central issues insofar as 


matters of ego vulnerability are concerned: neverthe- 
less the above possible interpretations suggest some 
of the ways in which ego vulnerability and adaptive 
capacity are also interwoven with world view, social 
context, experiential and temporal factors. Such fac- 
tors have been posited as contributing meaningfully 
to an understanding of the 
syndromes when the states themselves are evaluated 
manifes- 


“culture-bound” reactive 
along four parameters process, 
tation and results [30]. 

When falling-out is evaluated in this way, we find 
that its purpose appears to be the handling of stress 
which threatens to be or is already overwhelming 
The potentially catastrophic dimension of the psycho- 
logical threat is a central feature of the defensive pos- 
ture required by a traditional world view and current 
inner-city way of life. The adaptive strategy of falling- 
out is not to fight overwhelming odds; it is to with- 
draw. Dissociation provides the means of withdrawal, 
i.e. by psychologically “leaving the scene” or becom- 
ing “not me”. In psychiatric terms it is a distancing 
mechanism which allows the separation of ideas from 
appropriate feelings. Or, said differently, it allows the 
separation of impulses or feelings from conscious 


purpose, 
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recognition and possible translation into action. 
Given the guarded stance required first by world- 
view: second, the particular circumstances of black 
ghetto life in urban Miami, and third, black life gener- 
ally in white America, this is not an “illogical” choice. 
It is probably more successful an adaptive strategy 
than dissociation would be if it were combined with 
projection and gave rise to amok-like rage reactions 
(projection here is the process of unwittingly attribut- 
ing one’s own traits, attitudes or subjective processes 
to “others”). Amok-like rage reactions do occur in 
the groups under study. They are called “fits” by 
Southern Blacks and Bahamians but, to our knowl- 
edge, they appear less frequently than falling-out. 
We do not yet know all of the results of dissoci- 
ation as the major ego-defense mechanism in falling- 
out. Weidman and Sussex have previously outlined 
four possibilities as follows (the first three are not 


mutually exclusive): 


(1) reintegration of the ego by means of either progressive 
or regressive adaptations (a state of adaptedness being re- 
established at a lower level than before, at the same level. 
at a more highly organized level): 


} 


(2) reintegration into the group and social process in a 


role consistent with one of these several levels: 

(3) secondary gain with or without a change from previous 

adaptive capacity: 

(4) failure to achieve psychological or social reintegration 
; 


This last possibility, while not ruling out the capacity for 


some degree of ego reintegration, would imply, neverthe- 
less, such consequences as being (a) cast by the group in 
new role in a state of “madness”, (b) isolated socially, 


) imprisoned, (d) exiled, (e) put to death [30, p. 94]. 


It is now apparent that psychogenic death should also 
be included, as one of the outcomes of number 4 (fail- 

ure to achieve psychological or social integration). 
Of the possibilities outlined in this model (including 
the experiencing of death), 
adaptations occur more often than progressive ones. 
We are aware of episodes of falling-out which have 
led to progressive adaptations by eliciting altered be- 
networks. Such 


psychogenic regressive 


havior in family or other social 
changes have proved more supportive of the indivi- 
dual afflicted. Subsequently, the episodes have ceased, 
suggesting that the dissociative state has fulfilled its 
adaptive function, both socially and psychologically. 
Consequently, the more chronic conditions are the 
ones which have come to our attention. Understand- 
ably, in these cases, states of adaptedness are likely 
to have been re-established at lower levels than before 
rather than at more highly organized levels. 

Most commonly, we seem to see reintegration of 
the ego at approximately the same level of organiza- 
tion but reintegration into the group and the social 
process at a lower level of adaptation than before. 
There may be little change beyond this for undeter- 
mined periods of time. This suggests that initially epi- 
sodes of falling-out provide some secondary gain in 
the form of altered social circumstances and primary 
gain or “safety valve” functions we would expect by 
viewing dissociation as an adaptive strategy as well 
as an ego-defense mechanism. We do not know how 
long such an adaptation can be maintained without 
sliding into more serious morbidity. 

In those instances when both psychological and 
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social reintegration are re-established at increasingly 
lower levels of adaptation, psychogenic death can 
occur. Irregardless of any overt group-labeling or 
specific group-action, social isolation increases as a 
consequence of the individuals progressive disability 
and group fear of contamination from malign magic. 
The only path to recovery from this downward course 
is to turn to traditional healers who are powerful 
specialists in such matters. The course can be 
reversed. Death is not inevitable. 

In summary, falling-out appears to have various 
results. For many black individuals in Miami falling- 
out may be a “once in a lifetime” experience. For 
others it may be episodic so that it becomes, in a 
sense, part of the life style of one or more members 
of the family. Sometimes there is failure to achieve 
either psychological or social reintegration after such 
episodes, and they may represent an _ increasingly 
regressive process. Nevertheless, persons whose fall- 
ing-out episodes become chronic do not lash out in 
homicidal frenzies, collect in mental hospitals because 
of “madness” or in jails because of “vagrancy”. They 
tend to become increasingly withdrawn and debili- 
tated and therefore socially Part of their 
social isolation is designed to alleviate “pressure” 
from daily living. Another part of it is linked to beliefs 
about magical causes and great fear by others of con- 
tamination from the evil power which may be in- 
volved. 

State handicapped-training 
tently disallowed for individuals who chronically fall- 
out (while it is allowed for such conditions as epi- 
lepsy). Psychiatric disability of such magnitude that 
it prohibits movement outside the house is not seen 
as a legitimate basis for support. Physical disability 
cannot be sufficiently well documented to justify 
federal or state assistance, and the condition falls out- 
side the established diagnostic categories of the ortho- 
dox health care system. This means that for persons 
disabled by falling-out, there are no common behav- 
ioral pathways which might lead to participation in 
supportive social processes. Although there are re- 
ligious forms (Holiness or Pentecostal) and syncretic 
religious systems (Santeria or Vodun) in Miami which 
might offer enhanced status or serve to marshall heal- 
ing efforts on behalf of the afflicted, they appear to 
be unknown and/or unused Hence the 
result of chronic falling-out in inner-city Miami can- 
not be said to be a positive one insofar as social adap- 
tation or reintegration is concerned. 

Our work to date suggests that a traditional form 
of defending the self and expressing distress (falling- 
out) may have become separated in crucial ways from 
those self-regulating cultural processes which at one 
time probably led more often to successful adaptation 
than they do now. Falling-out as an adaptive strategy 
in inner-city Miami is currently not very successful. 
Perhaps new types of social support systems need to 
be found. They might make this particular adaptive 
process unnecessary by allowing the prohibited he- 
havior to be expressed in a controlled fashion during 
religious ceremonies. Or they might improve the out- 
come when falling-out does occur by providing the 
means whereby the strategy leads to social and 
psychological reintegration at a more effective level 
of adaptation, i.e. through magically-couched thera- 


isolated 


assistance 1S CONSIS- 


resources. 


peutic manipulation within a religious meaning struc- 
ture. Our reasoning in this regard is based upon prior 
theoretical considerations: 


For the dissociative episode to have truly positive, status- 
enhancing value, ritualized contexts in the form of cult 
groups are probably essential, even though such groups 
may be marginal within the society as a whole or become 
so through forces of change and acculturation. In the 
absence of cult groups, an institutionalized role of “healer” 
seems necessary forms do 
not exist, dissociative phenomena would probably result 
30, 


In societies where such social 


in only partly successful subsequent adaptations 


pp 92-93] 


While Haitians continue to have access to Vodun 
ceremonies, both in Haiti and in Miami, there is a 
problem in this regard for Southern Blacks and Baha- 
mians. When defined as a supernaturally-caused ill- 
ness, spiritual healing or rootwork are the only means 
of achieving a “cure” for falling-out. While both have 
been effective in several instances known to us, root- 
work especially lacks the ceremonial form which 
capitalizes upon the ability to dissociate and trans- 
forms it into a social and psychological 
experience 

For the benefit of readers who may not be knowl- 
edgeable about such matters, rootwork must be con- 
sidered as one component of a formerly intact African 
Elements of witchcraft (an innate 


psychic ability to harm) and sorcery (a learned ability 


positive 


religious system 


to use medicines and materials) are both included in 
this system which is designed to achieve, magically, 
malevolent ends are Historically, 
differs from Cuban and Haitian 
Vodun, which are full-blown religious cults with both 
and bad magical elements included. Rootwork 
represents only one aspect of the full religious picture 
for Southern Blacks 
Protestant 


countries in the West 


whatever desired 


rootwork Santeria 


j 
good 


It is designed to bring harm to 
America (and other Protestant 
Indies) the powers of “good” 

and the ulti- 

malign 


others. In 


have become integral to Protestantism 
mate power of God; while powers of “evil”, i.e 
magic in the form of 
differentiated into 
United States the term “rootwork” is now 
often in the literature to refer to the malign magical 
may 


and sorcery, have 
traditions. In the 


used most 


witchcraft 


been separate 


system; although other terms such as “hoodoo” 
various regions of the country 
The 
term obeah is also applied to similar systems of 


other 


be used locally in 


Obeah is the Bahamian equivalent of 


1 
rootwork. 


] 
i 


malign magic in Jamaica and severa islands 
in the Caribbean. 

The point to be made here is that 
of social and cultural “energy” converges for the in- 
duction of positively valued dissociative states in cere- 
while many nega- 


a great deal 


monial (institutionalized) settings; 
tive social and cultural forces appear to be convergent 
upon individuals who dissociate in nonvalued ways 
outside of ritual circumstances. The state of dis- 
sociated consciousness in religious ceremonies allows 
for the expression of prohibited thoughts, feelings and 
behaviors in controlled, socially acceptable ways. 
There is no similar cathartic effect of the same magni- 
tude for altered (narrowed or constricted) states of 
consciousness outside of such settings [45]. This tends 
to give the appearance that qualitatively different psy- 
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chophysiological processes are involved in the two 
types of “seizure” behavior; while in fact the differ- 


ence may be simply one of control and stability of 


the state in ceremonial settings and lack of control 
and instability of the state outside of such settings. 
In order for the negative to be transformed into the 
positive, the central psychological processes involved 
must be utilized constructively for successful thera- 
peutic manipulation to occur. This is precisely what 
occurs within the framework of African religious sys- 
tems and those New World syncretic (African/Catho- 
lic) religions which retain the magical elements (witch- 
craft/sorcery) intact. This is precisely what is not poss- 
ible within the orthodox health care system where 
repression, denial, projection and dissociation are 
viewed as “infantile”, “pathological” and “psychiatri- 
cally abstruse” phenomena. 

In rootwork successful therapeutic results may be 


achieved by counter-magic which engages the indivi- 
dual in actions designed to fight the threat to the 


point that intrusive harmful forces can be “thrown- 
off” or “sent back”. This allows the individual to be 
“cleansed” of 


thened, and able once again to 


influences, personally streng- 


harmful 
function with protec- 
tive forces intact. The root doctor is percely ed to have 
the spiritual power required for this, but the patient 
plays an important participatory role nevertheless. In 
rootwork, however, there is no continuing ceremonial 
structure like that of Cuban Haitian 


Vodun to sustain the individual to use 


Santeria ofr 
thereafter and 
dissociation constructively in therapeutically “preven- 
tive” ways. The goal is to eliminate the episodes en- 
tirely and to return personal “power” to the indivi- 
dual 
To our knowledge no victim 
ing-out 1 
joining a 
becoming 
we know 


of nonceremonial fall- 
as illness) has been cured by 
Church or by 
Similarly. 


spells (definec 
Pentecostal or Holiness 
involved in Santeria or Vodun 
of no falling-out cases which have led the 


into a traditional healer role (spiritual 


root-doctor) [46]. Our work suggests that 


individual 
healer or 
healing specialists are “born with the power” or the 
“gift” which qualifies them for such roles, and falling- 
out in no way functions as 
powers. 
appears to 


had been 


an indicator of special 


what 


In fact 
be falling-out manifested by a man who 


Rocereto describes a case of 
a successful root-doctor. He was admitted 
to a hospital with “seizures of unknown origin” and 

He indicated to a black nursing 
assistant that his problem was “roots” and remarked 


“general malaise”. 


as follows 
[A relative] 


1 
us. My older brother and sister have already died they 


envied us and began to work her roots against 


just wasted away I helped countless people to overcome 
bad roots. I never harmed anyone. Yet, look at me. I was 
powerful, now I am crushed and helpless. Only very. 
powerful anti-roots will cure me, but I can’t seem to find 
them [47, p. 419] 


very 


This statement from an individual with experience 
in manipulating supernatural power suggests the gra- 
vity with which some cases of falling-out are viewed. 
If a traditional “seizures” as requiring 
exceedingly powerful magical medicine for a cure; 
then it is not surprising that our own efforts at ther- 
apy met with such poor results, a matter to which 
we now turn. 


healer sees 
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THERAPEUTIC CONSIDERATIONS 

When we recognized falling-out as a possible candi- 
date for culture-bound syndrome status, we neverthe- 
less acknowledged the orthodox institution’s responsi- 
bility in attempting to reduce the morbidity of per- 
sons afflicted with the condition. We solicited the co- 
operation of B. Todd Troost, M.D., the neurologist 
director of the University of Miami Epilepsy Clinic, 
and attempted a thorough screening program which 
included neurological examination, including an 
EEG, psychological testing and anthropological and 
psychiatric interviews. For some of the reasons de- 
scribed above we encountered great resistance to such 
screening. Door-to-door transportation was provided 
and no cost was involved. But the “yield” in terms 
of completed screening procedures was disappointing 
compared to the time and effort dedicated to seeing 
each individual through. 

Following the ruling-out of epilepsy in a series of 
cases, efforts were made to involve falling-out patients 
in group therapy with a black social worker, under 
the guidance of a black psychiatrist. This failed miser- 

-| 


ably, as did later attempts to initiate network therapy: 
both undertaken in the light of genuine concern 
expressed by patients about tke condition and pro- 

relicf from it. It was 


fessed interest in finding some 
vere able to ferr he various 


ultimate 


> 
a 
= 


] 1 ae 
only tater tt 


emic views of proximate, intermediate and 


causes of falling-out. When these understandings were 
clarified, we had to acknowledge that our efforts to 
be “culturally 
those of medical 


medicine and psychiatry prio 


sensitive’ were as culture-bound as 
practitioners in neurology, family 


to HEP recognition 


of the syndrome. That two black health professionals 
were eager to be involved in these efforts and were 
no more successful than non-blacks suggests the 
extent of the therapeutic problem confronting the 
orthodox health care system. At no time did these 


traditional views of 
have been exposed in 
their own life experiences. At no time did they 
a mediating, culture-broker role for then 
relation to patients two opposed 
diagnostic and therapeutic rationales [48]. They func- 
a unicultural 
framework which we now know is wholly inadequate 


orthodox therapists introduce 


falling-out to which they must 


selves in 


bet ween 


tioned, along with the rest of us, within 


f complex 


to the task of solving the problem before 


US. 

that the screening pro- 
One was the 
implication that something might be wrong with the 
“head”, i.e. that there might be a “mental” problem. 
The second was that if rootwork were involved, then 
nothing could be done anyway, and it would be better 
not to subject oneself to added “pressure” of examin- 
ation and testing. This could only make the problem 
worse. The therapeutic efforts were probably rejected 
as time-consuming annoyances which had no relation 
whatsoever to the real problem. Also, as HEP records 
subsequently indicated, medical doctors might only 
make worse an “unnatural” illness caused by magical 
means. This brings us once again to the dilemma 
facing the orthodox institution which carries clear- 
cut responsibility for appropriate health care. In 
the future, how will it deal with cases of falling- 
out? 


In retrospect, we surmise 


cedures were resisted for two reasons 


Falling-out: a transcultural perspective 


First, the observations presented herein probably 
should be disseminated widely. Second, some routine 
screening procedures might be established and an 
attempt made to determine sub-groupings or ethnic 
variations of general types of seizure disorders, such 
as falling-out for black Americans and ataques for 
Spanish-speaking groups. Third, although it would 
seem that the orthodox system has no valid thera- 
peutic role in those instances where rootwork has 
been clearly “established” by the patient and _ his 
family as causal, this may or may not be true. Snow, 
for example, has recently reviewed instances in which 
orthodox therapists have tried with some success to 
accommodate their approaches to the belief systems 
of the patients. Consequently, “mediated medicine” 
may be worth considering in some instances where 
rootwork has been diagnosed. Fourth, there may be 
a long period of time during which the patient 
ponders the matter of etiology of falling-out spells 
It is possible that therapeutic gains may be made dur- 
ing this period through behavior modification tech- 


| (“motoric’) 


niques, y physical 


hypnosis or possib 
approaches which do not suggest 


“craziness” to the 
patient and which, again, function in a mediating way 
vis-a-vis the patient’s world view and belief system 
Fifth, it is important to recognize that “new” religious 
forms may be 
resources for some patients who fall-out 

It has been brought to attention by Dr 
cedes C. Sandoval, an authority on 
and Miami, that black Americans are beginning to 
utilize the Afro-Cuban 1 
ligious complex [49]. Dr Vivian Garrison has mac 
similar observations New York, New Jer 


rsey 
area [50]. There is also evidence from HEP field data 


increasingly available as _ healing 


Our 


Santeria 1n 


services offered by this e- 
le 
iC 


that non Haitian blacks are beginning to seek out 
hougans and mambos (Haitian religious leaders), who 


clients and also Vodur 


Miami [51] 


see individual 
ceremonies held in 
efforts of orthodox 
possible ice) 
ported” religions from Catholic countries could pro- 
vide the “new” American Blacks 
and Bahamians 

states positively meaningful and thus 
“treatment”. Although 
“strange” and “fearful’ 
be more compatible with the 
African) world view than the professional ideology 
which supports the 

For devout and/or 
black families who see Santeria and Vodun as unac- 
ceptable on religious grounds because of an associ- 
ation with “work of the devil”, alternate systems of 
support may become available through the charisma- 
tic elements being adopted by some orthodox Episco- 
pal and Catholic churches. Several of these have in- 
corporated possession trance and glossolalia (speak- 
ing in tongues) into their ritual. Dissociative states 
which occur outside of such contexts could, conceiv- 
ably, become limited to meaningful and sanctioned 
occurrence within these church settings. 

Sixth, with good contacts in various communities, 
orthodox practitioners should be able to learn which 
root-doctors are sufficiently powerful and acclaimed 
to undertake counter-measures on behalf of patients 


preside over 
Through mediating 
health professionals, it may be 


that 


these “im- 


explore the possibility 
forms 

dissociative 
amenable 
anteria and Vodun may | 
to some, they should in fact 
traditional (basically 
orthodox health delivery system 


Protestants upwardly mobile 
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who chronically fall-out. Their overt sanction of refer- 
rals to such healers could lessen considerably the fear 
which accompanies the orthodox pronouncement that 
there is “no identifiable cause” of the seizure-like be- 
havior. Because of the secrecy involved in rootwork, 
it is unlikely that many healers of this type would 
develop relationships with orthodox 
health professionals. It may be possible, however, for 
both to simultaneously support the falling-out patient 
in their own unique ways. No matter how “willing” 
the orthodox health professional might be in such 
matters, the possibility of dual support depends very 
much upon both the patient and the traditional 
healer. Guidance from the latter tends to carry much 
greater weight with such patients than that of medi- 
cally trained individuals who were not born with the 
to work with supernatural 


“colleague” 


gift of healing or the power 

rCes [43] 

Clearly, there are a number of therapeutic alterna- 
We do not yet know which 
to those who chronically 

ig-out. The perceptive 
however, that all assume both a 
science/medicine) and a 
rather the 
unidisciplinary (medicine), unicultural (etic/orthodox) 
The point should 
research efforts on the 
of the HEP wherein an attempt was made to 
1 efi 


and ¢€ 
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RESEARCH CONSIDERATIONS 


ranscultural 
importance 

yf con- 
sciousness in both and nonceremonial set- 
evidence that 


ance) tends to be pro- 


tings. There is mounting cross-cultural 


dissociation (as 1n possess 


gressively adaptive 1 context of religious 


ritual. However, no studied systematically 


(comparatively across cultu or across ethnic groups 


within the same cultural and environmental setting) 


the funct r function of noninstitutionalized 


dissociative states [52] competing hypotheses 


such states constitute 


| 
are currently extant: one 


uniformly regressive phenomena and become increas- 


ingly maladaptive; the other that such states function 
to prevent psychotic breaks. In our work there is evi- 
dence which is supportive of both of these positions, 
suggesting that the theoretical foundations underlying 
them may be inadequate and that the questions them- 
selves need to be rephrased. 

A larger theoretical issue underlies our statement 
on falling-out. This is the attempt on the part of many 
investigators (including the author) to elucidate sys- 
tematic relationships between certain aspects of cul- 
ture (and/or features of social systems) and types of 


psychological functioning. For example, Finney [53] 
has asserted that there is a “motoric, converting, dis- 
sociating” way of life which explains the propensity 
for greater numbers of individuals in some cultures 
to dissociate than is the case for “nondissociating™ 
groups. Bourguignon [54], Weinstein ert al. [55]. 
Weidman and Sussex [30], Douyon [56], Murphy 
[32] and De Vos [57] are several who have made 
significant contributions to this line of inquiry. The 
current article on falling-out should be considered as 
another effort in this tradition. 

There is recent indirect evidence supportive of the 
proposed relationships among threatening world 
view, self as “acted upon” and reliance upon specific 
psychological processes which include resort to 
psychophysiological states of dissociation. Browne- 
Mayers has observed on the basis of neurological and 
psychiatric assessments that certain patients with 
paranoid ideation block alpha activity [the basic 
human brain wave] during stroboscopic stimulation. 
In his view this is not surprising. 


If a patient believes he is living in a hostile environment, 
the reaction to the strobe—that is, the obliteration of alpha 
activity—may be seen as a response of a hypervigilant 
state. The low threshold of a hypervigilant is exactly what 
would be expected of a person who constantly feels threat- 
ened What is significant is that certain patients with 
paranoid ideation show an altered physiology in their reac- 
tion to a particular and perhaps annoying stimulus [58] 


The similarity between “paranoid ideation” and the 
“defensive posture” discussed in relation to falling-out 
cannot be overlooked. The need for further study 
along these lines seems warranted. 

When we consider dissociative states as psycho- 
physiological phenomena, we are led inevitably to a 
broad literature addressed to seizure phenomena of 
remarkable range and complexity but heavily 
weighted toward physiological and neurological pro- 
cesses and findings and generally linked to clinical 
entities such as epilepsy. 

Perhaps it is time to forego continued research on 
etically circumscribed syndromes for a while and to 
concentrate upon seizure phenomena from both 
transdisciplinary and transcultural perspectives. By 
engaging in careful emic/etic epidemiological assess- 
ments within and, comparatively, across cultures, uti- 
lizing neurological, physiological, psychological, psy- 
chiatric, sociological and anthropological approaches, 
we may find that new classifications are in order. Un- 
til this is done, our efforts to differentiate clearly- 
bounded but uniculturally-defined clinical entities 
may be a deterrent to therapeutic advance rather than 
an asset. For those who are able to adopt a transcul- 
tural posture, clues to the confusion generated by fail- 
ing to move in this direction will be apparent in the 
work of every investigator concerned with etiology, 
diagnosis or therapy of “seizure disorders”. 
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hand trembler diagnostician (with unilateral 


hand trembling) attempts, while in a trance, to deter- 


e cause of a patient’s complaint. The question 


sed by Levy er al. is whether or not “hysterics 
‘seizures’ would be selected for 


raditional role of liag sticia 
al 1Olld LOIC UlaErit tiid 


1e) this is not the case for those hys- 
S es known to them via the 
»x hea 

i Oo « bled to perform well in the role even when 
e “selected” for Nevertheless. these authors 
c ent as follows: “How many bonafide hysterics 

ctua become successful hand nblers and 
seek tme! n medicine can only be 
ete 1ed D neid y ol practicing diagnosti 
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The work of Levy, Neutra and Parker (reference 25) 
offers an important step in this direction within a 
single cultural group (the Navajo). Insofar as psychia- 
tric assessments are however, their 
approach is more heavily weighted toward narrow psy- 


concerned, 


chiatric (as opposed to social/psychiatric) interpre- 
tations than seems warranted at this time of conver- 
gence of social science/psychiatric concepts, theories 
and perspectives. 
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An additional reference to falling-out came to our 
attention after this ms. was completed. It is to be found 
in a sociological report from a Southern rural area 
Roebuck J. and Quan R. Health care practices in the 
Deep South. In Marginal Medicine (Edited by Wallis 
R. and Morley P.), The Free New York, 1976 
The study was designed “to determine com] 


obtaining 


Press, 


among lower-class 


Mississipp1 


health-care 


blacks and lower-class whites from a small 


practic es 


town of approximately 11,000 population (a rural area 
service centre)” [p. 142]. In response to an open-er 
question about seeking treatment, 20°, of the 
respondents claimed they went for treatment whe 


fall out” or when “I'm so sick that I need to be ¢ 


to the doctor” [p. 154]. In comparison, 14°, of 


respondents indicated they sought treatment onl 


they “fell out”: while of the black sample 


“that they sought treatment only after ‘prolong 


ness’ accompanying a fever or the flu, or ‘spel 
156]. On tl 


Hic 
J 


basis 


rived from high blood pressure” | 
of our work in Miami, we would have to assume that 
“high blood pressure” in the above account is an etic 
substitute for emic “high blood” and that the “spells” 


might also signify episodes of falling-out 
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The hypothesis that “falling-out” may be classified as 
a culture-bound syndrome is based on the impression 
that the symptoms are more prevalent among Black 
(Afro-American and Afro-Caribbean) groups than 
among Latin or native American White groups [1]. 
This impression is difficult to support empirically 
from a search of medical records, since many cases 
do not reach the attention of orthodox medical prac- 
titioners. Even when they do, they are often unrecog- 
nized, misdiagnosed or inappropriately recorded. 

As a measure of the distribution of potential falling- 
out cases in the general population, the “run reports” 
of the City of Miami Fire Department were analyzed 
for an 8-month period, from January | to September 
1, 1973. These reports cover acute cases in the home, 
street or public places for which the emergency ser- 
vices of the Fire Department are solicited. The cases 
typically involve trauma due to accidents, shootings, 
assault and battery, cardiovascular illness, breathing 
or respiratory difficulties, drug overdose, alcoholic 
delirium, fainting, convulsion or seizure activity. On 
these run reports, the paramedics indicate the context 
of the episode, precipitating events, medical history, 
medication currently used by the patient and give 
their own tentative diagnosis in addition to the pre- 
senting complaint. 

At the invitation of one of the principal co-investi- 
gators (Weidman) of the Health Ecology Project, the 
author, a social/clinical psychologist, and an assistant 


perused these reports. They removed all which dealt 


with fainting spells, periods of unconsciousness, syn- 
cope and seizures, including those designated as “epi- 
leptic seizures” by the attending paramedics. Selection 
was based on those cases that appeared to be acute 
idiopathic reactive syndromes. Those reports that in- 
dicated a history of cardiovascular illness, diabetes 
mellitus, alcoholism, drug abuse and the like, or 
which appeared to represent trauma due to accidental 
injury, were eliminated. Reports of fainting spells in 
aged people (over 65), with no attendant history of 
seizures or epilepsy, were also eliminated. Similarly, 
convulsions in infants or young children were not 
Children’s seizures were included in the 
analyzed separately. Recidivists were 


counted. 
count but 
counted as one case. 

The Fire Department identifies cases by sex, age 
and race, but not by ethnicity. It is thus possible to 
sort only by race (black-white), and within each racial 
category, by Latin vs. non-Latin surnames. There 
were no run reports for American Indians, Orientals, 
etc. in the emergency cases inspected. 
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There were approximately 3700 run reports for the 
entire 8-month period. Of these, 438 cases, or 12° 
of the total, covered potential cases of the falling-out 
syndrome. Racial and ethnic (surname) data were in- 
dicated on 432 of these cases; six were unidentified 
as to race or name, but included gender identification. 

The count was as follows: Blacks, 212; Latins, 91; 
non-Latin Whites, 129. It was found that in the Black 
racial individuals had 
Spanish surnames, while two had French names, 
assumed to be Haitian. This small subsample of Afro- 
Caribbeans was included in the count for Blacks. 

When the ethnic distribution of potential falling- 


classification only three 


out cases was compared with the ethnic distribution 
of the general population in the City of Miami, 
according to the 1970 census, the following discrepan- 
cies were observed: Blacks represent 22° of the popu- 
of the potential falling-out cases. 
of the population, but only 21' 


lation, but over 49 
Latins represent 44° 
of the falling-out cases. Non-Latin Whites represent 
30°,, of the potential falling-out cases. There is no 
Whites alone, but they 
Since 


census figure for non-Latin 


are included in the 34° “all others” 
the latter subsumes the small number of other racial 


category 


categories in Miami as well, we may assume that the 
observed frequency of non-Latin Whites in the falling- 
out cases is within | or 2 percentage points of their 
This means, then, that Blacks are 
under- 


expected frequency 
1 


grossly overrepresented, and Latins grossly 


represented, in terms of their proportions in the gen- 
eral population. The Latin under-representation is 
most likely due to lack of knowledge regarding the 
emergency services of the Fire Department. However, 
Latins may also have different use patterns with re- 
spect to public emergency facilities. It is quite possible 
that a large number of similar cases are treated in 
the clinicas, i.e. the health maintenance organizations 
that are particularly widespread in the Cuban com- 
munity, but which have no counterparts in the Black 
and few counterparts in Anglo communities. 

A 7° analysis indicated that the differences between 
observed and expected three 
groups were significant beyond the 0.001 level. This 
was not an artifact of the disproportionate Latin 
representation, since a two-group analysis (Blacks vs. 
all others) was also significant beyond the 0.001 level. 
The indication was that regardless ‘of the Latin 
proportions, a significantly higher number of Blacks 
suffer from potential falling-out episodes than would 
be expected from their representation in the general 
population. 


frequencies for the 
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Table 1. Distribution of potential falling-out cases by eth- 


nicity: observed and expected frequencies 


Table 2. Black representation in falling-out and non- 
falling-out cases: observed and expected frequencies 


Ethnic distribution 
of population 
Ethnic distribution City of Miami 
of falling-out cases (1970 census) 
N ; N 


49.08 76.156 
21.06 151,914 
29.86 116.789 
100.00 344.859 


Blacks 212 
Latins 91 
Non-Latin Whites 129 
Totals 432 


22.08 
44.05 
33.87* 
100.00 
Non-Latin 
Blacks Whites 
129.00 
146.31* 


Observed frequency 212.00 91.00 
Expected frequency 95:39 190.30 


* There is no specific figure for non-Latin Whites. This 


census figure refers to “all others”, subsuming the small 
number of other racial categories in the City of Miami 
7X 196.42: df 2. P < 0.001 


Blacks vs 182.95: df 1, P < 0.001 


all others: 7 


A major objection to this procedure for determin- 
ing prevalence figures is that Blacks may be more 
likely to solicit the services of the Fire Department 
for emergency treatment, while Latins and Anglos 
may be more likely to use the services of private phys- 
iclans and hospital emergency rooms. To determine 
whether this was the case, all run reports for cases 
other than falling-out were inspecied for racial and 
ethnic distribution, covering a period of two ran- 
domly selected months. This analysis indicated that 
Blacks indeed tended to be over-represented but only 
by 9°. in comparison with 27° in the potential fall- 
ing-out category. However, non-Latin Whites were 
even more over-represented than Blacks, an estimated 
11% above their expected frequency. Again, Latins 
were grossly under-represented, substantiating the im- 
pression that they lack knowledge of the availability 
of these services or prefer not to use them. This dis- 
crepancy was not due to miscategorization of Latin 
Blacks. Commensurate with the falling-out data, there 
were only seven Black individuals with Spanish or 
French surnames in a total of 912 cases. 

An additional analysis was then computed to deter- 
mine the probability of Black representation in fall- 
ing-out cases relative to Black representation in all 
other cases. This again yielded a y” significant beyond 
the 0.001 level. This analysis demonstrated that the 
over-representation of Blacks in potential falling-out 
cases was not an artifact of their greater use of emer- 
gency facilities and that, in fact, they used the Fire 
Department to a lesser extent than Anglos. 

These conclusively indicated that the 
symptoms associated with the falling-out syndrome 
are more prevalent in the Black population than in 
all other groups, at a high level of statistical signifi- 
cance. Moreover, within the Black population, poten- 
tial cases of this syndrome constituted 19% of all 
cases requiring emergency aid, significantly higher 
than the ratios for Latins and Anglos (9 and 8% re- 
spectively). This suggests a health problem of major 
proportions. 

We were also interested in the sex distribution of 
falling-out cases in the three groups and in whether 


analyses 


Observed frequency 
(falling-out) 

Expected frequency 
(based on ethnic 
distribution for 


212.00 220.00 


133.92 


298.08 


all other cases) 
65.97: df < 0.001. 
or not this syndrome occurred in younger or older 
people. It was found that, in general, males tend to 
use the services of the Fire Department more than 
females. The non-falling-out cases were 53% male. 
while the potential falling-out cases were 56% male. 
In the potential falling-out cases, this overall ratio 
roughly obtained in the Black sample (57% male, 43% 
female). Among non-Latin Whites there was a greater 
discrepancy—64%, male, 36%, female. Surprisingly, 
this ratio was totally reversed in the Latin population, 
with 36°, male vs. 64°% female representation. This 
finding is unusual, since it would be anticipated that 
Spanish-speaking families would be even less likely 
than the other groups to solicit Fire Department ser- 
vices for females rather than for males. These data 
tentatively suggest that within the Latin community 
females either experience greater overall stress than 
males or, alternatively, experience sex-specific stres- 
sors which generate these particular kinds of behav- 
iors that require immediate emergency aid. Either 
interpretation is supported by the age distribution for 
Latin males and females. The female cases are distri- 
buted fairly evenly from the ages of 11-50, as in all 
the other groups. However, the Latin male cases tend 
to cluster in the older (41-50) age range, a category 


-more susceptible to organic illness. 


For all groups, however, these seizure, semi-con- 
scious and unconsciousness episodes do not seem to 
be related to the physiological problems of middle 
or post-middle age. In the total potential falling-out 
sample, 41°, were under 30 years of age: 67% were 
under 40. In the non-falling-out cases—which include 
both ends of the age continuum—only 48% were 
under 40. These age ratios lend considerable support 
to the original inference, i.e. that these episodes are 
not related to long-standing organic illness but rather 
involve psychogenic reactions to specific stress situ- 
ations. If this assumption is correct, the present epi- 
demiological analysis appears to support the hypoth- 
esis that falling-out is a “culture-bound syndrome”, 
significantly more prevalent among Blacks as com- 
pared with other ethnic groups. The analysis also in- 
dicates that within the Black population it may be 
an unrecognized and untreated health problem of 
considerable magnitude. 
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Abstract 


with no evidence of organicity) were intensively interviewed and tested with a 
instruments. Results indicated that subjects were of good intelligence and did n¢ 
profiles of hysterics. Commonalities included depression which appeared characterol 
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A small sample of American Black females who suffer from “falling-out” (seizure-like episodes 


battery of psychological 


11 yt have personality 


reactive; emotional constriction; denial and repression as primary defense mechanisms: lack of 


and imaginal resources 
toward withdrawal and isolation in daily life 


sexual problems and pronounced hostility toward males; and 


“Falling-out” appeared to be a 


nd tendency 


> or > { jaa) y 
t desperate | dealing 


with anxiety in a group with limited coping mechanisms and almost 


The following report deals with a small sample of 
eight falling-out patients who were intensively inter- 
viewed and tested. All were Black females, ranging 
in age from 14-46, with a mean age of 28.5 years, 


& 


Four were in the 18-23 age range, three over 40, and 
one in her early teens. All were of Southern United 
States extraction, although one had 
parents from the Bahamas and Haiti. 
This group was administered a battery of psycho- 
logical instruments, consisting of the Bender—Gestalt, 


great-grand- 


the Rorschach, the House-Tree-Person (HTP) draw- 
ings test, a Sentence Completion Test (SCT), and 
the Minnesota Multiphasic Personality Inventory 
(MMPI). Since the MMPI yielded incomplete results, 
this report is based on the results of the projective 
instruments only as well as on the interview material 

In presenting this certain constraints 
must be mentioned. We do not have adequate norma- 
tive data for the general Black population on any 
of these instruments. It is possible that many of the 
responses observed in these patients are culturally- 
patterned, and that the psychodynamics inferred from 
their protocols are related to differential familiarity 
with drawing materials and/or to different modes of 
experiencing, perceiving and structuring the external 
environment. However, the nature and scope of these 
differences are not yet known. Therefore, this report 
must necessarily be based on the premise that these 
Black women, raised in the United States in the 
Western tradition, can be assessed for intrapsychic 
balance on the same measures, and in the same ways, 
that other members of this culture are assessed. It 
is on this assumption that the report is presented. 

The group appeared to be of normal or above-nor- 
mal intelligence, except for one patient who appeared 
to be somewhat subnormal and showed perceptual 
deficit in her Bender—Gestalt test. The others, as a 
group, showed immaturity (but not impulsivity) in 
their Bender replications, but no overt evidence of 
organicity. 

In addition to immaturity, a number of prominent 
psychodynamic variables were observed in the pat- 
terning of responses: a fundamental depression which 


overview, 


IN ivacilve; 
denial and repression as defense mechan- 
sexual problems; a failure to reach out to the 


imaginal 


ISMS, 


environment: a_ lack of eative and 


resources, despite their focus on cognitive rather than 


affective areas of experience; and a tendency toward 


isolation and withdrawal in day-to-day 
Falling-out—lapsing into a state of semi-conscious- 
one methods 


ness—represents 


denial and escape from an unbearable environ- 


as our general 


Black ghetto, 


ment. The interview material, as well 
] l led f Isfeo in 7-) 
sociological knowledge of life in the 


oaeest 
to constant 


] 


hol , > 
psycnoiogical he 


indicates that these patients subject 
stressors, both economic and 


Weidman hypothesis (supported by Sussex) character- 
izes the falling-out syndrome as a dissociative reac- 


tion—a desperate basic mode of coping with anxiety 


> 7 ‘ re NT , Kile | 
resources are unavallaDle ri: Rs 


other 


from the brief 


when 
apparent psychodynamic description 
exhausted or 
>xternal sup- 


of these patients 


above that coping resources 
unavailable, and that both in 
port systems are lacking in 

have 


[he psychological and physiolog! responses 


become so hypersensitive that almost any event 


waiting for a bus, scrubbing the floor, or entering 


a house—can precipitate a falling-out episode 
To date we have found no clear evidence that this 
The 


majority of our patients stated that they personally 


is modeled behavior, at least on the overt level 
knew no other people who “fell out” and had no 
history of it in their families. Even in the case of a 
mother—daughter pair, where the daughter presum- 
ably may have modeled the there was no 
other family Most did not 
belong to Holiness churches and stated that they had 


mother, 


history of falling-out 


no familiarity with trance states in religious or secular 
contexts. 

Yet all live in the Black community where the 
ambience of falling-out, both as a health problem and 
as a manifestation of religious fervor, is well recog- 
nized. There are two possible explanations for the 
patients’ refusal to acknowledge their familiarity with 
the syndrome. First, they find it less threatening to 
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believe that falling-out is organically based—a belief 
reinforced by the tendency of physicians to treat their 
symptoms pharmacologically rather than psycho- 
therapeutically. However, it is even more likely that 
they have used their customary defense mechanisms 
of denial and repression to “forget” its existence in 
their past interpersonal history. For all of these 
patients, falling-out has provided secondary gains in 
the past—attention and concern, temporary removal 
from the demands of everyday living and satisfaction 
of dependency needs. By making them the center of 
attention, it has temporarily enhanced what must be 
considered a crippled self-esteem. All of these gains 
would be minimized by an acknowledgement that this 
is modeled psychogenic behavior. 

Falling-out, particularly when accompanied by 
seizure activity, would appear to fall in the diagnostic 
category of conversion hysteria. However, none of 
these patients showed the typical hysterical profile on 
the Rorschach [2]. There very little of the 
impulsivity, lability and free-flowing emotionality that 
characterizes the hysteric. On the contrary, these 


Was 


women seemed incapable of emotional responsiveness 
and to deny affectional altogether. 
Although they were able to perceive the world as 
were 


tended needs 


others see it, giving popular responses, they 
limited in their ability to organize, to differentiate and 
to use their imaginal resources effectively. In general 
the content of their responses was impoverished and 
they showed a flat and constricted view of the world. 

This pattern was also evident in the drawings. Here 
they showed an inability to reach out to others, a 
constricted stance and gross disturbances in their per- 
ceptions of the body. A number drew persons with 
their hands hidden, indicating withdrawal from con- 
tact with the environment; several also drew pictures 
of persons of the opposite sex and stated that the 


person was posing for a picture, distancing them from 
the real world. These responses, taken together with 
the others, indicated that dissociation may be used 
perceptual and behavioral 
as a means of dealing with unpleasant reality. 


across several modalities 


The Bender, the Rorschach and the HTP all 
showed problems in the area of heterosexual relation- 
ships. These projective indicators were confirmed by 
the more overt to the SCT. Here there 
was expressed anger over the inequity of male and 
female roles, an avoidance of interpersonal relation- 
ships, emotional distance toward parental figures and 
regressive desires. Most wanted to return to the hap- 
piness of childhood and found it difficult to cope with 
the demands of adult living. They showed strong feel- 
ings of inadequacy because of their “seizures” and 
felt rejected by others. 

In their interview material almost all the women 
expressed hostility toward males and conflicted feel- 
ings about sex. Only one woman was presently mar- 
ried. She expressed distaste for sex and indicated an 
imminent separation from her husband. One young 
patient had two illegitimate children and another had 
been pregnant out of wedlock. All of the older women 
had been deserted by their husbands and expressed 
resentment toward men. The youngest patient, aged 


responses 
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14, openly expressed her fear and hostility toward 
boys. Few had women friends. All seemed to lead 
withdrawn and emotionally impoverished lives. 

The overall picture, then, is of a group of women 
with extremely limited inner resources and with few 
counterbalancing satisfactions from the external 
world. From their Rorschach responses it appears 
that their depression is a chronic state, rather than 
a consequence of the feelings of inadequacy generated 
by their “seizures”. Their interviews indicate that the 
falling-out symptoms began at a relatively young 
age—typically associated with menstruation or with 
early marital stress. In all cases, the onset of symp- 
toms seemed to be associated with the dual demands 
of female sexuality and of growing up. 

Their customary mode of dealing with the environ- 
ment is to withdraw, deny and repress. They have 
few skills, vocational or interpersonal, and their in- 
trapsychic life is extremely restricted. This leaves 
almost no support system—no internal or external 
resources—to cope with stress. Moreover, it appears 
that their tolerance threshold for dealing with any 
kind of conflict or ambiguity is extremely low, and 
that almost anything can bring on a falling-out 
episode 

However, there is still a potential reservoir of un- 
tapped strengths. As a group, these women appear 
to have good intelligence, they show no evidence of 
psychosis and they appear motivated to seek profes- 
sional help to abate their symptoms. The primary or 
secondary gains associated with their falling-out epi- 
sodes have been more than counterbalanced by their 
malevolent effects: fear, insecurity, rejection, physical 
bruising, inability to hold jobs and the like. In the 
past they have been treated as idiopathic or pseudo- 
epileptics. It is apparent, however, that the medica- 
tions prescribed by physicians have not had any 
appreciable long-range effect. It is hoped that a 
_theoretical reformulation, which takes into account 
both the cultural and psychodynamic etiology of the 
syndrome and its functional relationship to social and 
cultural stressors, will ultimately lead to more appro- 
priate and effective therapeutic measures. 
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Abstract—A 52-year-old Bahamian black man 
following accidental, acute intoxication from par 
began to have syncopal episodes shortly after his 
“falling-out” and “passing-out”. Over a period of 
a broad range of additional complaints. He 


Was 


provided any substantial functional improvements 


Goulds, 


athion, 
accident 


time his 


JONES 


South Dade Community 
FL 33170. U.S.A 


is presented with a 
an organophosphate 
which he referred to 
problem list was compounded 
; 4: 


tried medical 


His con 


on seve 


1j 


1itl 


to the point that he was unable to walk and had to be 


to be dying of unknown causes 


He gradually began 


continuing on medications, his seizure behavior diminished 


essentially problem-free. The history of the patient’s il 


and neurological findings are presented 


reviewed. Third, there is a brief discussion of hallucinations 


Second. 


iness 1s tr 


in\ 


Fourth 


magic) is considered. Finally, some significant interrelationships between 
his problems and the clinical record are outlined. It is conc 
two health care systems (orthodox and traditional) and that | 


tion between the two 


which ultimately influenced both the outcome and 


Mr X, a 52-year-old Bahamian black man, 
referred to Jackson Memorial Hospital (JMH) [1] on 
March 28, 1973, by a physician at the South Dade 
Community Health Center (SDCHC) [2] where he 
had been a patient since January, 1972. His chief com- 
plaint on the day of admission was weakness and 
cramps in the left leg of one month’s duration. One 
month prior to admission, Mr. X was awakened by 
the sudden onset of cramps in both legs from the 
hips down to the feet. After several minutes the 
cramps stopped except in the left calf, where they con- 
tinued and remained constant until the time of admis- 
sion. The cramps also continued to appear intermit- 
tently in the right leg and left thigh. He also com- 
plained of numbness and tingling in his left lower 
extremity since the onset of the cramps. He denied 
any cramps of the upper extremities. Attempts to 
further clarify the nature of his complaints were un- 
successful because, at that time, it was difficult to 
obtain a history from the patient. In addition to ram- 
bling and mumbling his words, he vomited several 
times during the admission history and physical 
examination. He was not entirely incoherent. how- 
ever, and the following account was given. 

Mr X claimed to have been in good health until 
about 18 months prior to admission when he received 
an acute toxic dose of parathion, a pesticide, while 
working [3]. He was taken to a local hospital where 
he “went crazy”, after which he was transferred to 


Was 


11 


Also, it was the appropriate 


Jackson Memorial Hospital contact 
that 


with parathion since tha was later 


learned that he had been the chemical 
number of 


iu C 


pe 
1IOT a 


Ten months prior to 


yeal Ss 
admission, Mr X 


type seizure 


reportedly 

He said 
and was told 
to 
He 


before 


developed his first grand mal- 
he had been hospitalized at that time 
I 


medications 


he had epilepsy. He was placed on 


control the ures but they continued [4] 


claimed tl the day 


Was On 


and that he was having several seizures 


admission 
a week 
1dmission, 


Five to months Mr X 


noticed the onset of black, tarry stools (often an indi- 


SIX prior to 
cation 
he was taking no vitamins or iron at that time. He 
claimed to have had a peptic ulcer 6 years prior to 
admission. X-ray studies carried out 5 days prior to 
admission at the South Dade Community Health 
Center showed a healed ulcer in the duodenum but 
At the time of admission there was 


of upper gastrointestinal bleeding), although 


no active ulcer 
no evidence of gastrointestinal bleeding. 

Two months prior to admission this man began 
vomiting after each meal. Since that time he said his 
only intake was orange juice and grapefruit juice, 
because everything else, including water, was vomited 
back up about 60min after eating. He claimed he 
had lost 18 pounds during those two months. He also 
noticed. during this period, a “sticking” pain in his chest. 
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Mr X claimed that he had been having auditory 
hallucinations since the parathion poisoning took 
place. He said that he would hear male voices calling 
nothing but his name. He stated, “Sometimes they 
get me in a fright”. 

His past medical history included a “nervous 
breakdown” at age 30, a concussion at age 38 and 
a skull fracture at age 40. He also sustained a crush- 
ing injury at age 38 after which he underwent two ab- 
dominal operations. Since that time he had been hav- 
ing intermittent cramping in the right lower quadrant 
of his abdomen which was relieved by expelling gas. 
He denied any previous history of allergies or serious 


illnesses. He said that he had smoked one pack of 


cigarettes a day for the past 38 years and had been 
a heavy drinker for the past 30 years but had recently 
cut down due to feeling ill. 

His family history indicated that a 62-year-old 
brother had high blood pressure and epilepsy [5]. 
His parents had both died of old age, his father at 
age 93 in 1947 and his mother at age 84 in 1949. 
His grandfather died at the age of 115 years. 

Mr X was born in the Bahamas on December 25, 
1920. into a middle-class Episcopalean family. He was 
the youngest of 23 children. All completed high 
school except Mr X. He was a good student but 
yut of school after the 6th grade because 


+ 


dropped 
he was bored, most of his brothers and sisters having 
already left home. After quitting school he worked 
on the family farm and at various jobs in Nassau 
until he moved to South Florida as a contract Jaborer 
He met and married his wife in 1950 and 
had 3 children before she died in 1954. The children 
were raised by Mr X and his mother-in-law. They 
are now living in Detroit 

Although Mr X had been regularly employed for 
24 years prior to his pesticide poisoning, he had not 
worked steadily since the accidental drenching with 
parathion. For a number of years prior to his poison- 
ing he shared his apartment with a male companion. 
Although he was often visited by female companions 
prior to his accident, they stopped coming thereafter 

Following the pesticide poisoning, Mr X began to 
have fainting spells and hallucinations. He seemed to 
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lose control of bodily functions and was unable to 
think logically, as if someone was attempting to con- 
trol and change his life. He felt powerless to stop 
it. He mentioned that his “father” [6] had been a 
“master witchcrafter” who could do many powerful 
[magical] things. 

While in the hospital in 1973, complete medical 
and psychiatric evaluations were done to determine 
the etiology of this man’s complaints. Although “sei- 
zures’ dominated his hospital course, they were not 
considered related to his chief complaint of weakness 
and cramps. He was treated for a urinary tract infec- 
tion and iron-deficiency anemia. A comprehensive 
search for other organic and psychosomatic com- 
ponents to his condition led to an inadequate 
explanation of his symptoms which seemed to im- 
prove during the 16-day hospitalization. At the time 
of discharge he had gained 37 poinds. He was referred 
back to the South Dade Community Health Center 
where he was followed by a multidisciplinary health 
team which included, among others, the physician 
who had cared for him while in the hospital [Rubin] 


and the family health worker who had assisted him 
from the date of his first contact with the Community 
Health Center [Jones]. 

After his discharge from the hospital his condition 
again worsened. He was closely monitored by his 
family physician and continued to have laboratory 
and X-ray examinations. He also frequented the emer- 
gency room and had many contacts with the family 
health worker between scheduled visits. His problem 
list, compounded over a period of time (from 1971), 
included parathion poisoning; pneumonia; hallucina- 
tions; syncopal episodes; epigastric pain; leg pain: 
seizure disorder, right hemispheric dysfunction; con- 
gestive heart failure; rootwork; anxiety neurosis; 
iron-deficiency anemia; urinary tract infection; cigar- 
ette smoking: chronic alcohol abuse (later dropped 
to reflect patient’s changed drinking habits); left 
shoulder pain; groin rash; and impotency. He was 
tried on several medical regimes, none of which pro- 
vided any substantial functional improvements. It is 
notable that the problem labeled “anxiety neurosis” 
by the physician was what the patient repeatedly 
referred to as “black-out spells”, “passing-out” and 
“falling-out”, symptoms which he consistently linked 
to his accidental poisoning with parathion. 

In the following analysis only the most salient 
aspects of “falling-out” are abstracted from the clini- 
cal record. Although the senior author was involved 
in this case during and following the patient’s 1973 
hospitalization, many other physicians also had con- 
tact with him over the 5-year period reported here. 
Invididual physician notations are not distinguished 
in the following account; nor are various clinical units 
within which such notations were made. The second 
author, on the other hand, had close contact with 
Mr X throughout the course of his major illness. It 
was she who made all family health worker entries 
in the record. 

To simplify the presentation of complex medical 
and social data, only selected excerpts from the record 
are included herein. They are organized to first pro- 
vide medical and neurologica! information. Second, 
the involvement of the family health worker is 
reviewed. Third, there is a brief discussion of hallu- 
cinations. Fourth, the matter of rootwork [7] is con- 
sidered. Finally, there is a concluding discussion to 
trace some significant interrelationships inherent in 
the clinical data. 


MEDICAL/NEUROLOGICAL OBSERVATIONS 


A review of available records prior to the 1973 hos- 
pitalization indicates that in September of 1971 the 
patient had been admitted to Jackson Memorial Hos- 
pital and treated for viral pneumonia. The discharge 
summary included the following notation: 


It is... interesting that 6 mos. previous to this admission, 
the patient was admitted for parathion poisoning and was 
hospitalized for approximately 14 days. Since that time 
he has experienced several episodes of syncopal attacks 
but denies unconsciousness .... Neurological: Within nor- 
mal limits. 


1972 
Mr X’s first visit to the South Dade Community 
Health Center occurred on January 29. The initial 


Falling-out 


entry reads as follows: 


51 yr. old man who is a poor historian. Complains of 
weakness and fainting spells for last 2 days. Says he has 
felt ill for past 11 months, every since he was poisoned 
with parathion. Also says he is being treated for hyperten- 
sion. This morning fainted 3 times while working in field 
and became short of breath. 


A March 29 physician’s note reported “cramps all 
over and convulsions” with “profuse perspiration” 
and also “vomiting”. 


June | 
Had a conversion reaction in E.R 
by violent shaking of upper extremities 
pal episodes. High blood pressure past three months 
.. treated for it. Syncope: Slow onset 10-15 minutes 
No fecal incontinency but urinary incontinence and 
bites tongue. Post syncope disorientation for just | 

hr 


as characterized 
4 Has Ssynco- 


July 17 
Patient returns for follow-up for passing-out spells 
Has had 6 or 8 more of these attacks since 4 weeks 
Gets dizzy (urinates occasionally in 
attack)... always notes heart, sweating 
Can happen any time 
mares at night 
tion 


pants § 
feels hungry 
a.m. or p.m. Has lots of night- 


Assessment Conversion Reac- 


not compatible with organic disease 
1973 
January 4 
Nausea and vomiting of all ingested food for two days 
’ Se1Z- 


Retch- 


No pain or other symptoms except weakness 
ure this p.m. Patient unable to confirm P/t 
Exam 


ii State 


ing without evidence of post ictal 


tially negative 


January 31 
Continued syncopal episodes. Scheduled 
2/15/73 

March | 
Has anxieties because of “fall-outs’ 

sodes associated with biting 

tinence of urine. Wants to see the 
money on 3/8/73. ? 

March 7 
Patient has continued to 
tion sounds like hyperventilation 
sodes associated with biting tongue and incontinence 

of urine. EEG [2/15/73] “Diffusely 
abnormal EEG”? Real disorder. [Patient 
placed on phenytoin sodium at this time. ] 

March 26 
Wt. 128 lbs. B.P 


The patient was 


real seizure disorder 

have “fall-outs”... Descrip 
Has also had epi- 
verbal report: 


seizure 


108/70. Refer to JMH for admission 


admitted to JMH from the 
SDCHC on 3-28-73. At this time it was noted that 
his seizures had not been well controlled prior to 
admission and that there appeared to be an accumu- 
lation of neurologic deficits with each new seizure. 
It was also noted that he had had vomiting and 
weight loss during the previous 2 months. 

At 12:30 p.m. on 3-29-73, he was experiencing in- 
termittent seizures of 25-30sec each. At 3:30 p.m 
on this date a nurse made the following entry in the 
medical chart: 


Patient found [at 2:40 p.m.] seizuring in bed with 
generalized shaking of entire body... lasting 15 sec. 
Followed by short rest period then approximately 10 
more seizures lasting from 10-30sec with 14-2 min 


: A case study 
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between seizures... He felt hot then cold before seiz- 
ures began. Now is alert and oriented. 


3 March 30 

11:40 a.m. Patient felt “a sweat” then “a chill”. An 
emesis basin fell to the floor and gave him a fright 
after which he had a generalized seizure lasting ap- 
proximately 15sec involving total body. Seizure was 
violent. Patient kicked and thrashed to the extent of 
nearly kicking through windows next to bed. Unable 
to ascertain whether or However, 
i right pupil reacted sluggishly to light post seizure. 


not eyes deviated. 


\ second seizure, same in nature followed after a lapse 
of 2-3 min and lasted 5-10 sec. Patient was smacking 
place. No incontinence 


respond verbally within minutes 


lips even with rolaway in 
Patient was able to 


after seizure but did not know where he was. Doctors 


were called present during second 


and 


> of his surround- 


[he 3-30 nursing note pt 


scription of one of M 


portant, theref 


neurological findings 
around the time of his hospitalization. As a basis for 
comparison 13, 197] 
ithion, one 


eiectro- 


-eping EEG 


slow wave 
moderate yn-specific typ 
abnormality yuld be caused by anything from 
As shown 
the SDCHC medi- 
eport from the EEG 


“diffusely abnormal 


drugs to trauma to m lic disorder” [8] 


above, a pny not n 3-7 i 


Mr X was in the 


An EEG taken on April while 
brain 


hospital, showed alpha waves (basic 


es. There were 
focus. Slow wave pat- 
laterally, but no 


and 
“improved over the previous electroencephalogram” 
[8] 


The tracing was considered only “mildly slow” 


rhe neurological summary at this time is as fol- 


lows: 


Examination shows evidence of right-sided hemispheric 
dysfunction. Etiology of seizure disorder questionable. In 
this age group No. | [possibility is] brain tumor versus 
No. 2 [possibility] vascular disease. [It would be] interest- 
ing to document possible relationship, if any, to parathion 
poisoning... Impression: (1) Definite right-sided hemi- 
spheric dysfunction. (2) Seizure disorder secondary to No. | 
Possible temporal-parietal lobe location (with nurse’s notes 


recording lip smacking behavior during | seizure). 
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It is noteworthy that a skull film on 3-27 was normal. 
as was a brain scan done on 4-6. Subsequent neuro- 
logy consultation concluded that in spite of left-sided 
findings (based upon a “grade 4/5 weakness left arm 
and left leg”) there was no evidence of a mass lesion 
at this time. 

After Mr X’s discharge he was followed in the neur- 
ology out-patient clinic and observed there for the 
progression of signs and symptoms. He had another 
EEG on September 6. The tracing was still mildly 
slow and “slightly better” [8] than the one recorded 
in April. The full report is as follows: 


EEG IMPRESSION: MILDLY AND 
DIFFUSELY ABNORMAL EEG 


Background activity consists largely of alpha and beta. A 
small amount of slow activity in the theta range is inter- 
spersed. There is also a minimal anterior displacement in 
amplitude. A few minor slow wave transients are present 
but there are no major focal findings. Spike wave dis- 
charges do not occur awake or asleep. Hyperventilation 
and photic stimulation are non-contributory 

This EEG shows a minimal disturbance of background 
activity. There are no focal or paroxysmal findings awake 
or asleep. There has been a decrease in slow wave transient 


activity since the previous tracing of 4-9-73 and there has 


been a slight improvement from that point 

For non-medical readers these findings show no 
evidence of epilepsy on any of the three tracings [9]. 
They suggest only that some degree of organicity may 
be involved in the seizure phenomena, with an ex- 
tremely broad range of etiological factors which 
might be considered. Such findings are not compat- 
ible with organophosphate-related EEG abnormali- 
ties according to Davies. In his view, had parathion 
been responsible for Mr X’s seizure behavior, the 
EEG would have shown abnormalities within a 
month after his accident. Furthermore, there would 
have been no improvement from one tracing to the 
next in the course of a 7-month period [10]. Also. 


as reported recently by Davies, 


Neurologic manifestations often observed are flaccid para- 
lyses, extensor plantar responses and electroencephalo- 
graphic changes. Hypothalamic spikes were noted by 
Holmes: these persisted for 3 years after poisoning. Brown 
has recently described 2 mild acute organophosphate poi- 
sonings that resulted in EEG disturbances of temporal lobe 
slowing and associated symptoms of depersonalization and 


the déja vu phenomenon [11]. p. 26] 


The EEG findings reported here must be assessed 
not only in relation to their compatibility/incompati- 
bility with parathion-related EEG abnormalities but 
also in relation to Mr X’s relapse and continued 
physical decline, despite a slightly improved EEG. 

The SDCHC medical record continues as follows: 


April 18 
Discharged from hospital last Friday [April 13, 1973]. 
May | 
Seizure Disorder: 2 seizures 4/18 and 4/22/73. 
Work-up in hospital showed right hemispheric dys- 
function, etiology undetermined 


July 10 
5:15a.m. Patient was brought in by ambulance. He 
states that since Sunday [he] has been feeling weak. 
unable to get out of bed and that everything started 
when he got parathion poisoned [1971]... While in 


the stretcher of ER he became agitated, screaming and 
began to shake in spastic. clonic movements for a few 
seconds. Never unconscious nor [did he] have a 
period of rest or confusion. He vomited yellowish 
liquid without food or blood... Neurological: grossly 
intact." Patient calmed down after phenytoin sodium 
250 mg. IM. Patient states that he had been vomiting 
yellowish fluid for about 2 days without eating or 
drinking anything. Patient kept vomiting and having 


dry heaves. 


July 25 
Patient returns with similar symptoms as _ previous 
visit. He says he gets this way when he starts falling- 
out. He received a letter yesterday to appear before 
a judge for a hearing about his insurance claim and 
afterwards became very anxious and began vomit- 
ing... Very anxious. Says he has been hearing voices. 


July 26 
Patient still having nausea and feeling very 
some leg cramps: also complaining of difficulty in 


initiating micturation 
August 5 

(a.m.) Admits to “falling-out” recently 

(p.m.) Patient related difficulty with 

drinking a lot and patient afraid of him. Aft 


roommat 


sleep at home tonight 


August 6 
Still has auditory 
Transportation home today 


hallucinations 


August 9 

Patient complains. “I can’t make it”. Every time 
roommate gets sick or goes drinking. Mr X gets s 
and comes to the E.R. Assessment: fear of being al 
{ { 


at home. Social services consult for boarding 


placement Admitted to... boarding home 
August 13 
Patient says he is feeling better since moving to b 
ing home because his “life was threatened 
His roommate 


of residence” bought 


patient feels he was going to kill him 
; 
I 


quite some time but was unable to talk about 
likes it at boarding home 
anxious. Speaking much more coherently. N¢ 


cinations. Severe anxiety controlled at present 


appears MI 


August 
Last seizure 2 days ago. Frequency 
about once/week from 3—4/week 

September 6 
EEG Impression 
BEG. 

September 10 
One episode of auditory hallucination 2 weeks ago 
Has been feeling tired with pills...Is satisfied living 
at the boarding home. Patient appears calm and 
generally much less anxious. Good response to Rx 
Seizures decreased to |~2/week. Last seizure 3-4 days 


Mildly and 


ago. Reasonable control 
Octover 29 
4 “seizures” since previous visit. Unable to swallow. 
November 5 
Complains of being dizzy 
November 7 
Walk-in with weakness. Bland, rambling affect. Occa- 
sionally paranoid. Disoriented to time (recent neuro 
O.K.)... Claims still having black-outs. Very weak 
with dizziness... This patient is on so many meds.... 
All cause weakness. hypotension. dizziness...I feel 
he is overdosed and needs reduction. Also, he brought 
in 12 different bottles of meds with many duplicates. 


Falling-out: , 


November 9 
Walk-in. Follow-up for “weakness”. Patient claims he 
has been feeling weak for 4 days. 

December 11 ; 
Had severe seizure 2 days ago. 

December 18 
Choking sensation—etiology uncertain. 

December 22 
“Seizures”: Frequency of clinic/ER visits related to 
sporadic contact with confidant Dr Rubin. Cramping, 
right-sided pain—etiology uncertain. 

1974 

February 5 
Losing weight. difficulty eating, difficulty swallowing 
No blood in stools. Vomits 4-5 times a day. Feels 
increasingly weaker... Doubt organicity 

February 9 
Weak and fell out this morning [plans for placement 
in nursing home] 


The above excerpts suggest to some extent the 
downward course of Mr X’s illness. At the time he 
was transferred into the nursing home early in March. 
1974, there was little hope that his increasing dis- 
ability might be reversed. He, indeed, seemed to be 
dying. Yet. shortly thereafter he took a turn for the 
better. This is reflected in the medical record by 
entries such as the following: 


March 2] 
Very happy only “3 seizures”. Says he gets reassur- 
ance [at nursing home]. Looks happy. well kept 
WALKING WITH A CANE!!!! 

March ? 

[ Date illegible; note to nursing home]. Please observe 
and describe any seizures 

April 18 
One seizure since last visit 

April 25 
Seizures 
athion + 
tomorrow 

June 14 
Seizures: None 


] 


None but still worried Well. Par 


[ hearing ] 


Anxiety 


disability compensation case 


Anxiety: Weight gain 4 lbs 


August 5 
[Note to nursing home] 


] 


may do lite 


1975 
February 3 
Seizures: Had last one a week ago 
March 25 
[Transfer from nursing home to boarding home] 
April 5 
Has had one seizure since last visit 
April 18 
Seizures: None lately 
June 15 
Seizures: None. 
June 26 
Had | seizure. No convulsive motion. Just seemed un- 
arousable. Might be related to my leaving. 
July 11 
Impotence for two weeks... Had 
[sic]. Assessment: [Impotence] may be related to 
anxiety or multiple medications. 


seizure last nite 


August | 
Seizures: None since last visit. 


case study 


September 5 
Has had one seizure since last visit [8/22/75 
October 8 
No seizures since last visit [9/5 


5] 
November 7 
No seizures since last visit [10/10/75] 
1976 
January 31 
[Patient in minor auto accident on 


February 13 
Patient reports only 
other difficulties 


seizure lf 


April 12 
No seizures 

June 4 
Patient 


mn 


last 3 months 


reports he ha only one seizure th 
his chlor- 


reports having run out o 


promazine...which he takes at night and since he 
1; 


“nervous 


and has had difficulty sleeping at 


has been 
night 
July 28 
Patient recently seen at JMH Ne 
to continue present med yns. N 


3 months 
As the X began to im- 
prove toward the end of March. 1974. His progress 


1975, and by July of 1976 he 


record clearly suggests, M1 


continued throughout 


was relatively free of seizure behavior. He continued 


on chlorpromazine, phenytoin sodium and Phenobar- 
bitol, but the few seizures he had were related to fail- 
ing to take this chlorpromazine. Inasmuch as 
family health worker played a key role h 

ment of Mr X’s illness, it is important to understand 


involvement with N 


the nature of her 


FAMILY HEALTH WORKER'S INVOLVEMENT 


Mr X was referred to the family health 


hac . | 
because Of Nousin 


home visit was made on 2 
1at he had received | 


had been instructed to vacate 


is landlord. He 


premises of his small one-bedroomed apartment 
with companion. He 


yal Services and the 1 


which he shared male 


taken that day to Rural Les 


was resolved with his continued occupancy 


unit 

The family health worker learned that he was on 
State Welfare assistance to the amount of $75.00, sup- 
plemented by $32.00 worth of free food stamps per 
month. She took him to apply for Social Security 
Disability benefits and Supplemental Security In- 
come. She also discussed the circumstances of his pes- 
ticide poisoning and took him to the County Work- 
man’s Compensation Service. This office assigned him 
an attorney who filed an insurance claim against his 
employer 

Several home visits were made in May and June 
of 1972. Transportation was provided to JMH for 
ear, nose and throat examinations and dental care. 
The family health worker also delivered a large box 
of clothing to the patient to meet his expressed need 
for such items. On one home visit at the end of June, 
1972, the patient was found to be vomiting and very 
weak. The health center was asked to send a car for 
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him. He was treated overnight and returned home 
the next day. 

Thus, it can be seen that the family health worker’s 
involvement began early after the patient’s first visit 
to the SDCHC. She immediately made home visits 
and acted concretely in ways that supported him in 
the areas of his greatest need. This pattern continued 
throughout the course of his illness. 

In October of 1972 the patient came to the family 
health worker’s office reporting that his apartment 
had been burglarized and that all of his clothing, 
money and food stamps had been stolen. This led 
to a complicated sequence of events related to a miss- 
ing report of the event in an office of the Police 
Department, testimony of witnesses that such a report 
had been made by Mr X, and the final securing of 
a written record necessary for the replacement of his 
food stamps which enabled him to eat. It required 
perseverence, but the outcome was favorable insofar 
as food stamps were concerned. 

Subsequently, Mr X turned frequently to the family 
health worker, and she always made a genuine, 
usually productive effort to assist him. Periodically 
she was in contact with him daily. However, as time 
wore on and there was little response either to his 
insurance claim or his application for benefits, his 
condition deteriorated. When Mr X became too weak 
to walk, he came to the health center by ambulance. 

Mr X was admitted to a boarding home on 8-9-73. 
After he entered this home the family health worker 
picked up the patient’s belongings from his former 
residence and took them to him. On 8-13-73 the fol- 


lowing note was entered in his record 


One of his chief problems is that he has much fear about 
being alone. His former JMH. Mr 
X does not plan to return to live with [roommate] even 
is released If Mr X is approved for Aid to 
State Division of Family Services, this may 


long-term 


roommate is still in 


when [he] 
Disabled by 
be an avenue through which more funds on a 
consequently provide 


become available and 


re stable living arrangements for [him] 


basis will 
better and m«¢ 

Between 8-73 and I-74 the patient was unable to 
walk by himself without the aid of a wheelchair or 
cane. On 9--2-73 he received his first notice of a court 
which was scheduled for November but later 
postponed. The extent of his disability on January 
30. 1974, is reflected in the following entry in the 
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date 


medical record 


Telephone call from...,Mr X’s landlady at the boarding 
home, who stated that Mr X is rapidly deteriorating and 
Today Mr X has fallen 


[He] is very painful in 


growing weaker and weaker daily 
unconscious twice in the yard 

the chest, throat. arms, shoulders and in his swollen legs. 
He is having great difficulty swallowing and gags on solids 
and liquids. He is also vomiting. He is... not able to eat 
or drink...Symptoms have persisted for the past four 
days. [Landlady] feels that Mr X has given up because 
he feels that there is no improvement in his health and 


that he is hopelessly getting worse. 


The family health worker visited Mr X on this date 
in response to the telephone call. She reported that 
he “appeared dazed and could not very well keep 
with our discussion. He understood but had difficulty 
making replies. Mr X wanted to see... his physician 
as he had become very frightened... .” 


At this time it was agreed that the patient should 
be transferred to a nursing home. He was completely 
bed-ridden and had to be fed and cared for as an 
invalid. However, the transfer required a chest X-ray 
and several other laboratory tests. When the patient 
appeared for these on 2-20-74. he had received notice 
of his trial date and seemed somewhat improved. 
Although dates had been set previously, they had 
been changed repeatedly. Mr X was moved to the 
nursing home early in March of 1974, and when his 
court hearings finally began, the family health worker 
arranged transportation and accompanied him. On 
3-21-74, as shown above. an entry in the medical 
record indicated that he “looks happy; well kept. 
Walking with cane!!!!" On 4-26-74 a note by the 
family health worker was recorded in the patient’s 
chart as follows: 


Mr X’s testimony was superb. He was very clear. 
able to recall the dates of his accident as well as all 
the smallest details of his hospitalization. [He] was 
able to describe six poisons that he was ordered to 
spray with [S]ome of them had been banned 
several years; yet his employer obtained them and got 
Mr X to spray with them The next court appear- 
ance will be in about 6 weeks 


June 6, 1974 
Telephone call from Mr X. Next court appearance 
on July 27, 1974. Family Health Worker will provide 
transportation 


July 26, 1974 
Mr X was picked up and taken to his court appear- 
ance as scheduled but as we arrived we were told 
that the hearing had been postponed. Mr X will be 

notified by mail of the new court date 


Seven months later, on 2-24-75 the patient visited 
the family health worker to request transfer from the 
nursing home back to the boarding home in which 
he had stayed previously. Although he had improved 
considerably, his mood was very much tied to court 
proceedings, and he was “very upset” at this time. 
The fourth court date had just been postponed and 
no new time had been established. 

Mr X returned to the boarding home on 3-25-75. 
On 4-18-75 his fourth court hearing was still pend- 
ing. but shortly thereafter his Social Security checks 
began arriving, along with Supplemental Security In- 
come benefits. He received a large sum of money 
which represented back payments from the date of 
his application 1972. On 5-20-75 the family health 
worker noted that “Patient is really doing fine”. She 
added that “Mr X wants to purchase a house as soon 
as his court case is settled. Follow-up court date June 
10, 1975.” On 7-3-75 there was yet another letter 


regarding a court appearance, and on 7-21-75 the 


family health worker indicated that Mr X_ was 
“pleased with his new home”. He remarried at this 
time and won his case against the former employer 
in August of 1975. He did not collect immediately, 
however. 

Soon after Mr X moved into his own home and 
remarried, he began growing plants to sell. He also 
began to refinish furniture as a means of keeping busy 
and supplementing his income. He has been produc- 
tive and functioning very well since 1975, but he 
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remains in periodic contact with the family health 
worker to keep her informed of events in his life. 

As of June, 1978. Mr X had not yet collected the 
large sum of money due him, but payment was im- 
minent. The employer had not been responsive to the 
court’s decision, and a special ruling had been sought 
in February, 1978, to require the employer to sell pro- 
perty if necessary to honor Mr X’s claim. This was 
obtained, and collection in the near future should be 
a reality for Mr X. 


HALLUCINATIONS 


The problem of hallucinations runs through Mr X’s 
medical record as a leitmotif accompanying the more 
dramatic symptoms and conditions which he pres- 
ented. Although there is little in the record to indicate 
the content of the hallucinations, there are sufficient 
clues to suggest their meaning to Mr X 


& 
~) 


It will be recalled that during the patient’s 1973 
hospitalization he claimed to have had auditory hal- 
lucinations since his parathion poisoning. 


He hears male voices calling his name. but then they don’t 


say anything else. Sometimes “they get me in 


On 4-14-72 the voices were “telling patient to die 
or kill someone”. 
A psychiatric consultation 
that 
Hypnogogia phenomena are not unusua 
tory tends to complicate picture. It appears 
mal amount of organicity. However, it is diffi 


ate. Impression deferred 


denied 


On those visits when hallucinations were 
Mr X frequently complained of “bad dreams” instead 
On one occasion, he apparently made a direct 
nection between “hallucinations” and his 


It was reported in the record as follows 


con- 


“seizures” 


January 1, 1973 
Patient states he 


[This led to] syncopal episodes. shaking, 


was out of meds—hallucinating 
days ago 
’ biting tongue. 

1973, there were 


Worst 


only he 


On January 31, 
Continued hallucinations 
him to count numbers, 
No. 1. Seems like someone going to “fight” 
All started with parathion intoxication 


at night. Voices tell 


cant count past 


patient 


A 7-5-—73 entry in the chart showed that Mr X 
was “[v]Jery anxious” and had been “hearing voices” 
In contrast, an 8-13-73 physician’s note recorded, 
“NO _ hallucinations. Severe anxiety controlled at 
present.” A 9-10-73 entry appeared as follows: 


September 10, 1973 
One episode of auditory hallucination 2 
Used to have these four times a day. Patient appears 
calm and generally much less anxious. 


weeks ago 


Hallucinations were infrequently mentioned in the 
medical record thereafter. However, one of the Health 
Ecology Project (HEP) research assistants had _ pre- 
viously been asked to meet with Mr X in the hope 
of learning more about his perception of his illness. 
She is Bahamian with good knowledge of traditional 
health beliefs, including the practice of magic. She 
first talked with him on 5-23-73, at which time the 


following remarks about hallucinations were made: 


[Mr X] hears voices at night. He answers them, and they 
call his full name. At times he is frightened by these voices. 
While he is sleeping they wake him up by their call- 
ing... The voices are not from this world but from the 
beyond 


The project asistant remained in touch with Mr 
X over a period of months and on 9-21-73 the report 
of her visit included the following reference to hallu- 
cinations: 


[He] still hears voices; [they] don’t say anything ~but 
“[several variations upon patient’s name or initials].” It’s 

most of the time. At night he cannot lie 
down to sleep; he sits up in a chair. If he goes to bed 
he sees and hears spirits calling him. If he doesn’t lie down, 


a man’s voice 


he doesn’t see them as much 


The project with Mr X 
began to reveal a connection betweeen 
“voices”, “spirits” and rootwork. Before proceeding 
to a consideration of these relationships, however, it 


assistant’s conversations 


strong 


is advisable to indicate the manner in which rootwork 
began to emerge in the clinical record 
ROOTWORK 


the 


and had developed a close 


had become a patient at 


Mr X 
in January, 1972 
family health worker over the 


Although 
SDCH(¢ 
relationship with the 
his illness, he gave 


months of no overt recognition 


rootwork as a causal factor 


of the possible role of 
until February, 1973. Since the family worker and the 
both black, this can the 


which the topic of magical harm is 


patient were only 


suggest 


1 , 
reluctance with 


raised by patients to health professionals who func- 

hin | y nN hele Ion 
tion within a different belief is difficult 
the 


what Mr X’s response may 


the question, but in 


structure. It 
to say have been if 
family health worker had raised 
line with her own background and training, she did 
not feel compelled to do so. Rootwork involves sec- 
the casting of sickness and misfortune magically 
It is 


not a belief system that is easily understood by non- 


and sometimes has “contagious” characteristics 


believers, and those in health settings are generally 


light. Nevertheless, Mr X 


managed to bring his concerns to the surface. After 


considered in such a 
approximately | year from the time of this first con- 
tact with the family health worker, he told her about 


his fear of rootwork 


Patient came in to talk with family health worker because 
he said he felt troubled. [He] began by talking about his 
life before he was poisoned by pesticide spray. He describes 
himself as being young, handsome, and very hardworking 
He was a master carpenter in the early fifties and was 
able to provide a good life for his family. ‘His life was 
good until his wife died in Then, in 1971, he 
poisoned. Patient has fears around being hexed and witch- 
feels he is hexed because jeal- 
ous...Mr X feels that his life changed after he was poi- 
soned. He then was unable to keep a job and started hav- 
ing hallucinations and fainting spells. He is always afraid 
of being alone even during the daytime hours, because 
“When I am alone, it seems that someone is trying to 
kill me with a gun or a large knife.” He feels sad and 
sick most of the time. Mr X says, “When I get the money, 
I will go to a dehexing ceremony to have the spell 
removed. . 


1951 was 


craft someone was 
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The matter of rootwork was discussed among 
SDCHC staff and began to be incorporated into the 
medical record. Acceptance of the patient’s thera- 
peutic plans are reflected in such entries as the follow- 
ing: 


March 7, 1973 
Patient has continued to have “fall-outs”... Descrip- 
tion sounds like hyperventilation. Has also had epi- 
sodes associated with biting tongue and incontinence 
of urine. Plans to see “hex” lady with welfare money 
on 3/18/73 


Although one aspect of the patient’s problems 
began to be defined in terms of magic, the health 
professionals had no guide for taking “next steps”. 


May 22, 1973 


Rootwork Anxiety 
has been doing rootwork on him since his parathion 


Patient feels as though someone 


poisoning on 2~25-—71. Has been “suffering ever since” 
with “blackout” spells, nausea, and vomiting. Plan 
Will have [Health Ecology Project research assistant] 


visit Mr X 


The HEP research assistant learned from Mr X on 
5-23-73 that his former roommate was a prime sus- 


pect as the source of his difficulties. He said 
He and the friend used to have misunderstandings. [Mr 
X] used to have a lot of different women coming around 
Sometimes they there with 
The friend was jealous of his job and lady friends 


his house used to sleep 
him 
[Mr X] said he could have been hurt [magically, for these 
reasons]. [Someone] could have put something in his food 
or medicine. His friend used to move Mr X’s blood pres- 


sure medicine from the place he put it 


Although Mr X had repeatedly expressed to phys- 
icians his intention of seeing a spiritualist or a root- 
doctor, his reasons for failing to do so were not 
explored. He did mention to the HEP assistant on 
7-11-73, however, that he had gone previously to see 
a root-woman. She told him to return, but on the 
date he was supposed to make his revisit he was hos- 
pitalized in JMH. He informed the HEP assistant that 
he was now too weak, but that he would return. He 
was unable to walk and could only lie on one side 
at the time of this telephone contact. 

On August 13, 1973, the HEP assistant spoke again 


with Mr X. She reported the following: 


August 13, 1973 

Mr X is the same: no changes. He said. “I am still 
taking my medicine and going for appointments. | 
cant sleep at night. At times my head hurts me a 
lot. My heart still bothers me. I will be this way until 
I die. There is not much chance for me.” I asked him 
if he had gone to the root person yet. He said, “No. 
I don't have any money: I will want to go when I 
have some money.” 


On 9-21-73 Mr X spoke with conviction about his 
condition. He told the HEP assistant, “My life is 
threatened”. ..“I know someone is trying to kill me.” 

As the matter of rootwork and _ root-doctors 
become accepted as part of the patient’s understand- 
ing of his symptoms and conditions. Mr X felt freer 
to discuss such matters with various physicians. 


September 28, 1973 
Patient relates a story of how he was “hexed” [as 
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a teenager] by accidently stepping over some poison. 
His mother [treated him with home remedies]... after 
6 weeks when he hadn’t gotten any better, he went 
to visit a “voodoo doctor” who cured him. Thinks 
his continuing abdominal pains may be related to 
being hexed. Assessment: Voodoo belief. Plan: Patient 
is considering going to a root doctor. Subj: Seizures 
markedly decreased since patient started on chlorpro- 
mazine. He has had only one seizure since previous 
clinic visit, and his seizure occurred when he didn’t 
take the medicine. Assessment: It is possible that these 
“seizures” are related to [rootwork]. 
September 29, 1973 

Has not yet been to a root doctor. 

Until November of 1973 rootwork continued to 
appear in the medical record as a problem requiring 
assessment. On 1|1—7-73 it was linked to hallucina- 
tions. This visit was made on the date of a previously 
scheduled and postponed court appearance: 


Hallucination/rootwork 

November 7, 1973 
Bland. rambling affect. Occasionally paranoid. 
Disoriented to time. Recent memory O.K. 
Seizures: Claims still having black-outs. Very weak 
with dizziness. 

November 9, 1973 
Follow-up for “weakness.” Patient claims he has been 
feeling weak since 4 days 

November 16, 1973 
Rootwork: Feeling weaker and weaker. Numbness on 
left side. Rambles on and on without significant con- 
tact with interviewer. Wants Family Medicine. Neuro- 
logical: Motor strength symmetrical, no sensory defi- 
cit. Assessment: Anxiety, chronic with sub-acute epi- 
sode secondary to ? Have been unable to elicit signifi- 
cant life stress at present. Plan: Patient to seek help 


of a spiritualist 


Early in 1974 an expanded team conference was 
held which included many of the SDCHMC’s phys- 
icians, the social worker. family health worker and 
nursing personnel. All of these health care providers 
had had contact with Mr X. The meeting resulted 
in an agreement to arrange an appointment with a 
root-doctor through the HEP research assistant. The 
root-doctors involved wished to have no direct con- 
tact with the health center and especially with phys- 
icians. 

Mr X subsequently visited three different tradi- 
tional healers. Over a 2-year period, from early 1974 
through 1975, Mr X made periodic visits to each in 
turn. The secret nature of the therapy precludes 
detailed discussion. However, it is known that Mr 
X participated in several ceremonies which were held 
in different locations. He also had “homework” which 
required, among other things, the reading of scrip- 
tures at particular times of day. Other activities were 
required with which the authors are not fully familiar. 

Mr X also continued to see his family physician 
and family health worker regularly. His medical treat- 
ment underwent various modifications but was basi- 
cally unchanged. The mainstay of his treatment at 
the health center seemed to be his frequent personal 
contacts with his physician and family health worker; 
also, the transportation to court and to visit the root- 
doctors. The transportation was furnished to him 
through the family health worker. After he began see- 
ing traditional therapists Mr X underwent gradual 


Falling-out 


improvement in his condition. Several months prior 
to receipt of his Social Security Disability benefits 
and the favorable outcome of his legal proceedings 
Mr X was noted to be essentially free of seizures 
although still on medications. His iron-deficiency ane- 
mia had been resolved and most of his symptoms 
were gone. 


DISCUSSION [12] 


Although health center staff began to recognize and 
respect Mr X’s perception of his health problems, they 
had insufficient knowledge of such matters to fully 
grasp its meaning phenomenologically. While health 
center staff witnessed Mr X’s terror and its conse- 
quences, they could not “elicit any significant life 
stress’ which would give their efforts direction. 
Although many facets of the patient’s view of his 
problems were implicit in the clinical data, the full 
picture was not pieced together until Mr X had in 
large measure regained his health. What follows is 
an attempt to reconstruct the patient’s view of the 
world as we finally came to understand it on the basis 
of the clinical record, our discussions with him and 
our efforts to make explicit the assumptions which 
appeared to be implicit in explanations and descrip- 
tions offered by Mr X and others to whom he spoke. 

It is necessary to begin with the untimely death 
of his wife. This event might have been more 
“ominous” had the patient suffered further misfortune 
in the years that followed. He retained his job, how- 
ever, and his mother-in-law assumed much of the care 
of his children. He was not “brought down” as a con- 
sequence of his wife’s death. In contrast, however, 
many unfortunate things happened to him after his 
pesticide poisoning. Some of these are presented and 
briefly interpreted below: 

First there was the poisoning itself. This was an 
event with triple meaning. As an accident, it repre- 
sented a shock which weakened his power of self- 
protection. In and of itself, it made him vulnerable 
to dangerous influences which are ever present. As 
a chemical poison, it was seen as leaving residues in 
his body, ensuring prolonged physical weakness. Very 
often, in the patient’s cultural framework it is under 
such circumstances of physical weakness that magical 
poisoning can occur in its most potent form. 

Mr X “went crazy” after his accident. The sudden- 
ness of this event could only imply that powerful 
magic had been set in motion. It had either found 
its mark in the wake of shock from the accident, or 
it was part of the total package of misfortune which 
had been sent to him. Sudden madness of this sort 
usually occurs when someone wishes another harm 
and “sends” it through rootwork [13]. 

Mr X lost his job of 24 years. This added another 
dimension to the magnitude of “misfortune” with 
which he was beset. 

Mr X’s female companions no longer visited him 
after his accident. The assumption was that they were 
prevented from coming by magical means. This repre- 
sented another way in which he was being harmed. 

Mr X heard voices. Sometimes these were seen as 
trying to control him, to fight him, or to harm him. 
Sometimes they simply called his name. The voices 
were seen as spirits from the “other world” who were 
working toward his death. 
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Mr X had black-out spells. Although he had “high 
blood pressure”, he had not blacked-out or fallen-out 
prior to his accident. Falling-out was linked to his 
“poisoning”. As such it fell within the orbit of “misfor- 
tune” which had been unleashed against him. His 
“seizures” were associated in his mind with “voices”, 
and “voices” represented spirits of the dead. The im- 
plication appears to be that spirits were causing his 
black-out spells, and they were deliberately sent by 
someone who wished to “hurt” him. 

Mr X experienced the theft of all of his clothing, 
money and food stamps. While the loss of possessions 
may be interpreted as another indication of misfor- 
tune being sent magically, the loss of clothing is par- 
ticularly disturbing. Although not as effective as the 
use of perspiration or other body exuvia in workings 
of magic, clothing functions as an especially powerful 
means of control over another person. The intimacy 
of the apparel and direct contact with the victim’s 
body ensures a good result. 

Mr X had previously had arguments with his room- 
mate. This in itself was sufficient reason to suspect 
that his roommate might wish to harm him. His 
roommate had a drinking problem and became vio- 
lent when drunk. His roommate had bought a gun. 
His roommate was perceived to be jealous of Mr X 
because of his regular job and his women friends. 
Mr X’s roommate was seen as being both capable 
of using and motivated to use rootwork against him. 
Mr X thought he might have put something in his 
food or drink or blood pressure medicine to poison 
him magically. When Mr X’s roommate left the apart- 
ment it that he might be 
“someone” to “finish him off’. There was, of course, 
the possibility that he might achieve the same end 
by using his gun. 

Mr X’s roommate was hospitalized and died while 
in the hospital. After his death the voices Mr X heard 
became even more sinister. They had been calling his 


was possible seeing 


name. Sometimes it was his first name only; some- 
times first and last names; sometimes only initials. 
This symbolized death to Mr X, and following his 
roommate’s death the question in his mind was 
whether or not the male voices he was hearing could 
now be linked also to the spirit of his dead roommate. 

Mr X had a great many complaints and symptoms 
involving the alimentary and gastrointestinal systems. 
To place a magical substance in food or drink is a 
common means of rooting/fixing/hexing/, i.e. hurting 
a person. Mr X’s black, tarry stools, his abdominal 
pain, his nausea, vomiting, choking, gagging and in- 
ability to swallow must surely have been related to 
this fundamental belief within his cultural tradition. 
Mr X felt that “someone” had put “something” in 
his food, drink or blood pressure medicine to “hurt” 
him. The black, tarry stools with no known cause 
were “proof” that this was so. 

Mr X experienced unpredictability in the form of 
delay, cancellation and postponements of his court 
hearings. Was this the consequence of magical efforts 
to delay the proceedings? Since there are root-doctors 
who specialize in influencing the outcome of court 
cases, the question in Mr X’s mind was whether or 
not the same forces which were causing all of his 
problems might also be influencing the progress and 
outcome of the legal process. For many months it 
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seemed as though he would be prohibited from ever 
making it to even the first hearing. 

Mr X experienced great delay in receiving Social 
Security benefits. Was this another manifestation of 
the extent of the hardship he was to endure? Were 
the payments being prohibited magically? 

Mr X was unable to initiate counter-magical pro- 
cesses because of lack of money and a deteriorating 
physical condition. What security he had was tied to 
efforts on his behalf by the staff of the community 
health center. Their efforts were not addressed to the 
basic problem as Mr X saw it. With Welfare money 
Mr X made one visit to a root-woman and was hospi- 
talized on the very day he was to return to her. Was 
the malign magic directed toward him too powerful 
to be combatted? 

Mr X became increasingly weakened. At one point 
he said, “I can’t make it”. Implicit in this statement 
was a reference to his strength in fighting overwhelm- 
ing forces of evil. That strength and the determination 
to “fight it” was beginning to wane. His weakness 
was both physical and spiritual; yet he did not give 
up entirely. 

Paradoxically, the turning point came when the 
health team itself was at a loss to know how to help 
Mr X. As the significance of his beliefs were absorbed 
by staff and they saw their relationship to his clinical 
course, they not only accepted his desire to seek help 
from traditional healers but sanctioned it. It was an 
expanded team conference which led to the decision 
to offer concrete assistance in the form of a “referral” 
through the HEP assistant and by providing trans- 
portation 

As Mr X participated in ceremonies designed to 
protect him magically, to ward off, to thwart and to 
send back the harmful influences operating in his life, 
he began to improve. The voices diminished; black- 
outs occurred less frequently; and female companion- 
ship was possible again. The battle was being won 
The money he received was concrete evidence of the 
return of good fortune. Counter-magic had prevailed 
Marriage and the purchase of his own home ensued 
The judge ruled in his favor. He began to work and 
be productive again. 

Until Mr X is free of all medication, it is 
to question whether or not his seizures. would increase 
in frequency again and whether or not his “mildly 
and diffusely abnormal EEG” would remain as such 
or revert to normal. In the event there is an organic 
component to Mr X’s seizure behavior, we must ac- 
knowledge that during one period, in the midst of 
misfortune and extreme fear, his seizures were not 
well controlled. At present, in the happy circum- 
stances of economic security and good fortune, they 


moot 


are well under control. Although the question of 


organicity remains in the case of Mr X we have con- 
cluded that his symptoms were more directly related 
to cultural beliefs and psychological processes than 
to physiological and neurological events. In our view 
the scales have tipped more toward “falling-out” 
or “rootwork anxiety” as a final diagnosis than to 
“seizure disorder”. 

Our impression is that modern medicine alone 
could not have helped this man to such an extent. 
The following factors were notable in Mr X’s manage- 
ment: 


(1) A multidisciplinary team was identified, devel- 
oped and maintained in which all members were im- 
portant. 

(2) Modern medicine was called upon in full force. 
However, it is felt that much of the medical approach 
(and, thus, much of the expense) could have been 
bypassed had it not been for the anxiety of the phys- 
icians in this puzzling situation. 

(3) Many concrete social services were provided to 
Mr X during his prolonged illness, including help 
with housing, money, transportation, food and cloth- 
ing. 

(4) Considerable attention was paid to Mr X by 
all members of the team. This attention included 
counseling as well as informal contact. 

(5) There was acceptance by the team of Mr X and 
his belief system. Indeed, he was encouraged to use 
that very belief system to help himself. 

(6) Mr X was able to seek and accept help. 


It is also notable that, while thousands of dollars were 
spent on Mr X’s medical care, there was no available 
source of established funds to pay for his visits to 
spiritualists and root-doctors, which amounted to a 
total of $400.00 over the period of his improvement 
in 1974-75. Government monies paid for Mr X’s 
medical services. Mr X first used his Welfare check 
and then his Social Security benefits to pay for his 
root-medicine. 

In conclusion it may be said that it was the appro- 
priate interaction of the medical and so-called non- 
medical healing systems that helped this patient 
whose problems overlapped both. It may be said, 
also, that it was the appropriate interaction of social 
science and medical views which ultimately influenced 
both the outcome and our current understanding of 
Mr X’s clinical course. 


REFERENCES 


Jackson Memorial Hospital is a large. 1250-bed gen- 
eral hospital situated in central Miami and supported 
by funds from Dade County, Florida. It is affiliated 
with the University of Miami School of Medicine as 
its main teaching hospital 

South Dade Community Health Center is a private, 
non-profit corporation providing health care to resi- 


dents of South Dade County. It is located approxi- 
mately 20 miles southwest of downtown Miami. The 
medical director is a faculty member of the Depart- 
ment of Family Medicine at the University of Miami 
School of Medicine. Staff are board-certified family 
practice physicians. The Health Center is used as a 
training facility for residents in Family Medicine from 
the School of Medicine. 

Mr X’s poisoning with parathion occurred on Febru- 
ary 25, 1971, slightly over 2-years prior to this admis- 
sion. 

There is confusion about the date on which Mr X was 
first placed on phenytoin sodium. The South Dade 
Community Health Center record shows that this 
occurred on March 7, 1973, shortly before Mr X 
entered the hospital. An effort to evaluate this discre- 
pancy in light of Mr X’s two prior hospitalizations 
at JMH in 1971 proved abortive. The medical record 
had been sent for micro-filming and was unavailable 
at the time this article had to be forwarded for publi- 
cation. 

This conclusion was drawn from an Adult Health Ap- 
praisal Form whereupon the categories “high blood 
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pressure” and “convulsions or epilepsy” had been 
marked with an X and accompanied by a notation 
that a 62-year-old brother had experienced these symp- 
toms/conditions. In light of Weidman’s discussion of 
emi/etic distinctions in the matter of “falling-out”, we 
would have to acknowledge that this was an etic inter- 
pretation of the patient’s response. See Weidman H. H 
Falling-out: a diagnostic and treatment problem 
viewed from a transcultural perspective, this issue Soc 
Sci. Med. p. 95. 

According to life history information obtained by a 
Health Ecology Project research assistant. Mr X’s 
father abandoned his family and he was raised by his 
mother and her parents. In all likelihood he was refer- 
ring to his grandfather in this context. It suggests. how- 
ever, that Mr X grew up in an atomsphere of magical 
thought and magical practice 

Rootwork is a system of malign magic practiced by 
some black Americans. For further discussion see 
Weidman, reference 5 above 

Per E. T. Richey. M.D., Director, EEG Laboratory 


Jackson Memorial Hospital. Personal communication, 
June 27, 1978. 
Epilepsy is defined as “a chronic disorder characterized 
by paroxysmal attacks of brain dysfunction...” (Sted- 
man’s Medical Dictionary, 22nd ed.. The Williams & 
Wilkins Co., Baltimore, p. 422, 1972). Clinically diag- 
nosed epilepsy is another matter which is beyond the 
scope of this paper. 
John E. Davies, M.D.. M.P.H., personal communica- 
tion, July 13. 1978 
Davies J. E. Recognition and management of pesticide 
toxicity. In Stollerman, G. H. (ed.), Advances in Inter- 
nal Medicine (Edited by Stollerman G. H.), Vol. 18, 
23-38. Yearbook Medical Publisher, Chicago, 
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Abstract—Indisposition is a Haitian syndrome which falls bety 
term indisposition is common in Haiti and the condition 
in the Haitian community in Miami, it has not been extensivel 


in Haiti. This article represents the authors’ first attempt t 
administe 


context. It reports the results of a clinical study and responses to 
| t-au-Prince 


t 
69 people: 5 rural poor: 50 middle-class individuals living in a 
urban poor persons living in Port-au-Prince, Haiti. | 
isposition more than once. Seventy-two per cent had ob 
but not one which can be cured by medical doctors. It is said to | 


of the blood and, also, by magic. Issues of differential dias 
assessment is made of a small sample based primarily on Ror 
responses, the subjects are considered to be normal; neither 


f otis 
of dissociative s 


that indisposition is one of several types 
discussion relates the ease of dissociation to Haitian concey] 


is made that more extensive and systematic studies are 
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Ethnopsychiatry has established the existence of eth- Informed by th ami: deserintion “falling 


etiologica 


nic disorders linked to certain cultures. A number of 

these have been described and discussed by authors 

such as Devereux [1], Lambo [2], Yap [3], Weidman 

and Sussex [4] and Langness [5]. Haiti also claims ’ ait nlicieutbie - encourased ite 
a variety of ethnic disorders. Some bear precise means of rg ada iitias d i based ini 
mames, such as fou doux (mild crazy); enrage 

(enraged): and gaga (dazed) [6]. These syndromes are Secon e dev d the following sstion 


responses 


2.00/0 


, 
regarding possible 


ages 


-out” 


by 


tially 


naire 


institutionalized to the extent that persons so afflicted the basis of ot ‘rsonal observ inter- 


} Y 
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fulfill appropriate roles that society expects of thet 
Such mental illnesses illustrate well Linton’s concept 
of “models of misconduct” [7, pp. 22-28]. One cultur- 
ally-influenced Haitian syndrome which falls halfway 
between psychic and somatic ailments is called indis- 
position [8]. It has not been studied previously. As 
indicated by Weidman, however, it has been identified 
in the Haitian community in Miami [9]. 
Indisposition is a common term in Haiti and every 
Haitian hears it discussed frequently. This article rep- 
resents the authors’ first attempt to examine charac- 
teristics of the syndrome in Port-au-Prince. We first 
present a clinical approach to the condition. This is f 
followed by a discussion of differential diagnosis. 
Third, we offer a psychological assessment of a small 
sample based primarily on Rorschach responses. 
Finally, we provide a brief discussion which combines 
an anthropological and psychological view, bearing 
in mind that more extensive and systematic studies 


happens to you 
6. When a person has 
make body motions? With 
yart of the body 
does he move s bowels? 
are his eyes opened? 
does he see? 
does he hear? 
(h) does he understand 
Is indisposition a sickness? 
8. Does it occur in the presence of others? 
9. Who is more likely to have indisposition, 
or women?—young people or old? 
10. What causes indisposition? 
11. How long does it last? 


are needed. 
CLINICAL STUDY 
Our clinical approach to indisposition was an effort 


to obtain some consensus on symptomatology, preci- 
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Third, we administered the questionaire to a total 
of 69 people. This was a non-random sample consist- 
ing of 50 middle-class individuals living in a suburb 
of Port-au-Prince, Haiti; 14 urban poor people (also 
living in Port-au-Prince); and 5 peasants (rural poor). 
This breakdown is given only to describe the socio- 
economic and geographic distribution of the sample; 
unfortunately, the n in each category was too small 
or disparate to permit inter-group analysis on these 
dimensions. However, the preponderance of middle- 
class respondents serves to highlight the probable 
prevalence of this disorder in Haiti. Because of the 
suggestibility of poor Haitians, the frequency of dis- 
as a defense mechanism [10,11], and the 
relationship between indisposition and certain Vodun- 


sociation 


linked beliefs, it may be estimated that with a more 
representative sample, i.e. with many more urban and 
rural lower socioeconomic respondents, the frequency 
of indisposition would be even higher. 

Of the 69 respondents, a very substantial number 
(43°) reported having had indisposition, and each has 
experienced it more than The most frequent 


subjective complaints relate to a sensation of empti- 


once 


ness in the chest region, dizziness and extreme weak- 
ness 


Fifty respondents, or 72°, of the sample, have seen 
stated that they 


in others while the remaining 


people with indisposition; only 16 
had never observed it 
12°, did not answer the question 

symptoms and 


Affirmative re- 


Results indicating agreement on 
are shown in Table | 


listed and rank-ordered according 


conditions 
sponses only are 
to reported salience. The responses may be considered 
dichotomus (yes/no) unless otherwise specified. (Un- 
fortunately, we do not have a complete breakdown 
on yes, no, 

Of those who stated that the person with indisposi- 


\ 


tion makes body motions, most were unable to say 


don’t know and no answer.) 


precisely what parts of the body move; however, they 


t 


notice some movements of the head and 


there 


seemed tc 
the arms at the onset of the episode. Similarly, 


was some confusion about urinary incontinence with 


Eyes are 
Does not he 


Hears con 
Understands what is said 
Does not understand what is said 
Urinary 


Eyes are open 


incontinence 


Can see 
Cannot see 
Makes body 


Occasional 


notions 
fecal incontinence 
Conditions 
Indisposition identified as sickness 
Indisposition always occurs in presence of 
other people 
Experienced by women more than by men 
Experienced by both sexes equally 
Experienced by men more than by women 
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those who stated that the person urinates, also 
emphasizing that this does not always occur. 

. It may also be noted that among those respondents 
who thought the eyes were open, the sample was 
almost equally divided on whether persons with indis- 
position can or cannot see. 


Persons Affected and Notions of Etiology 

The majority of the respondents agreed that indis- 
position is a sickness. However, the person experienc- 
ing it is not taken to a medical doctor. In Haiti there 
are sicknesses that orthodox medical practitioners are 
able to cure and those they are unable to cure. In 
the latter category are illnesses said to be of super- 
natural or magical origin; there are also those con- 
sidered to be sicknesses of the blood. Indisposition 
is said to be one of the sicknesses of the blood but 
may also be considered as magically caused [12] 

In response to the question about the presence or 
absence of other people, a large majority of respon- 
dents stated that it always occurs in the presence of 
others. The remainder answered in an imprecise way, 
saying that the condition occurs indifferently, in the 
presence or in the absence of others. Very few stated 


that a person can have indisposition when he is alone. 
Rare are those who reported having had indisposition 


during the night. 

As indicated in Table 1, the majority of the respon- 
believe that females are more likely than males 
to experience indisposition. As for age range, it was 
very difficult to know whether old people are more 
often stricken than young people, because there is no 
sure criterion to determine at age at which a person 


dents 


starts to become old. In Haiti there are the children 
ti-moune; the young adults—grande moune; the middle- 
aged and the elderly 
vie grand moune. The teenagers, the young adults and 


personnages: le pe, la mé or 
the elderly are the ones who are most often afflicted 
with indisposition. The children and the middle-aged 
are spared. 

The cause of indisposition is related to the condition 
of the blood. Puberty, menses, late 


and activity 


response 


Under 50°,, agreement 


Over 50° agreement 


Under 50°, agreement 


Indisposition in Haiti 


puberty and menopause are examples, but there are 
others as well. Heat is especially a cause for the 
elderly. Indisposition also occurs when individuals are 
in crowds, generally in church. La faiblesse (anemia) 
was often given as a cause of indisposition as well 
as cases of great anger which provoke an increase 
in blood volume. Loss of blood, pregnancy and cer- 
tain weakening physical illnesses were also given as 
causes of indisposition. 

In summary, indisposition happens with 
and is very frequent in Haiti. It is recurrent. The indi- 
vidual who experiences indisposition falls. He has his 
eyes closed and, in those cases when his eyes are 
opened, he does not see. He rarely makes body move- 
ments at the beginning of the episode and is not in- 
continent. He hears but does not understand. Indispo- 
sition is considered an incurable sickness insofar as 
orthodox medicine is concerned 

For the most part it occurs before witnesses, and 
especially strikes women, teenagers and the elderly. 
It is due to different causes related to blood problems 
It appears at any hour during the day and lasts 
between a quarter of an hour and one 


warning 


nour 


DIFFERENTIAL DIAGNOSIS 


Those who are empirically uninformed tend to c 
fuse indisposition with decomposition and crise. How- 
ever. experienced individuals easily differentiate it 
from these other two syndromes. In decomposition the 
individual feels an extreme bodily weakness; he f 
that all his limbs are becoming heavy. He neither fall 
nor faints. He has his eyes opened; he spe 
makes gestures asking for help. La 
hand, refers to different states where motor or psychic 
agitation is the dominant characteristic. It especially 
denotes convulsions, hysteria and epilepsy. Insofar as 
the orthodox psychiatric system is concerned, differ- 


crise, on the other 


ential diagnosis involves hysteria and epilepsy 

Indisposition differs from epilepsy in that it does 
not occur along with hypersalivation nor 
of the sphincters. Furthermore, it rarely occurs at 
night and most often strikes the individual in the 
presence of others. It resembles hysteria in that this 
disorder is very common among women in Haiti 
According to our statistics 50% of young neurotic 
girls of poor and middle-class backgrounds 
terics [6]. The common form of hysteria in Haiti is 
la grande crise, with agitation and disordered move- 
ments of the whole body, especially of the legs. Agi- 
tation does not occur with indisposition and, as we 
have said, there are only suggestions of any move- 
ment of the head and the arms. 


“ala > 
a reiease 


are hys- 


PSYCHOLOGICAL ASSESSMENT 


We chose 10 young women at random and admin- 
istered the House-Tree-Person and Rorschach 
to them. The sample age range is from 16 to 30 years. 
Two know how to read; the others are non-literate 
They all belong to the poor class and live in a suburb 
of Port-au-Prince. These young women, not knowing 
how to use a pencil, made so many clumsy drawings 
that we think it best not to interpret them. The 
sample members cooperated well in the Rorschach 


tests 
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test. They gave an average of 20 answers. Theirs is 
the highest average we have found in Haiti. 

Our previous experience has shown that Haitians 
give very few responses to this test instrument. Psy- 
chotics refuse the test or most of the cards in the 
series. Their average response rate is around eight. 
Neurotics give an average of 10 answers. They gener- 
ally never surpass 12 responses. These numbers corre- 
spond to those found by another psychologist with 
whom we have this matter. Thus, our 
sample is comprised of normal individuals or those 
near normal if we refer to their average responses 
those offered by and 


discussed 


as compared to psychotics 
neurotics 
responses given by 


bal responses given 


From the average number of 
our subjects, and the types of glo 
to specific Rorschach cards, we concluded that they 
are quite intelligent. That is, they were able to demon- 
strate a level of integrated and organized perception 
that is typically considered evidence of good intellec- 
tual functioning. From the types of d responses 
indi- 


have 


given, relative to normative interpretation 


ero fk t 1 | | 
cated by Beck Li 1. Wwe evident tne tney 


rt j Acer tic ] hility } or rT 
good oovservational abilit ind, ernaps, a certain 


degree of compulsion [14] 


All but two of the sample gave color responses. 


which are usually 


of responses 


> DasisS Of the 


in which the subject 


integrates the color into ¢ oncept of definit« 


indicated that the women have ther high 
of affectivity and good 
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feelings 


rom typical Rorschach profiles for various psycho- 


pathological conditions (based o consensus. of 


l 
> concluded that 


various international investig 


our subjects are not hyste 
Fré r i I laiti, we a with Beck’s 
| bet iffect and 
of various similarities in response number 
These similarities, or lack 
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to specific Rorschach cards 
of them, respectively > either inhibition o 
sample we have 

suggests that the re- 

the range of normal 

> majority of our subjects gave the types of 
responses that from the typical 


profile the 
nosis of epilepsy 


We offer 


preliminary investigation, until such time as the test 


epilepsy 
these psycnoios ai interpretations aS a 


be administered to a large number of persons 
-ourse ol 


reliable 


analysis 


indispoSition in the 


a study 


who have experienced 
Such 
would 


lives would ive 


and allow 


further 


rOWARD A COMBINED 
4 NTHROPOLOGICAL-PSYCHOLOGICAI 
VIEW 
Increasingly we realize that anthropologists and 
psychiatrists must work together in order to under- 
stand certain phenomena. Speaking of collaboration 
Bastide writes [as translated]: 


The merit of this collaboration that I solicit between anthro- 
pologists and psychiatrists is that it would allow cultural 
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anthropology to move beyond research on processes of 
diffusion; ...it would even allow psychiatry to move 
beyond the “history of the case” in order to become 
engaged in the transcultural [17, p. 80]. 


To explain indisposition cooperation between the two 
fields is essential. Two studies of personality in Haiti 
which shed light upon this condition are taken into 
consideration here [18, 19]. 

Western science has insisted upon the unity and 
the identity of the personality, but this is not the case 
for most Haitians whose views on such matters are 
influenced by an African heritage. Possession trance, 
a common and important phenomenon in Haitian 
Vodun, is considered by the authors in the light in 
which Mars [18] and Herskovits [20] have viewed 
it, i.e. aS a normal cultural practice. It is true that 
in the past it was considered a pathological condition. 
However, since the 1929 publication of Price-Mars’ 
volume, Ainsi Parla ’Oncle [21], Haitian anthropolo- 
gists, psychologists and psychiatrists have been freed 
from the shame of Vodun and have studied it in detail. 
They recognize that it is the religion of the majority 
of Haitians 

In this regard the Haitian psychiatrist Bijoux writes 
as follows [translated ] 
of the Negro 


from all ideas and 


We car » descendent race, 
born and 


behavior 


In turn, Mars describes trance and possession by the 


loa or spirit [in translation] as a “vertical dissociation 


which is slow or eruptive: acute or chronic” [18, 
p. 70]. Also, it is a fact that individuals are “pos- 
sessed” during significant stress such as an accident, 
surgery or the threat of death. Thus, the Haitian often 
has recourse to dissociation as a defense to protect 
the self in alarming or distressful situations. Indisposi- 
tion would be one of these defense reactions. 

Haitian personality adapts itself well to various 
types of dissociative experience. This is in part related 
to the Haitian conception of personality, which in- 
cludes the body, le gros bon Ange (the big good angel) 
and le petit bon Ange (the small good angel). The 
big good angel would correspond to the Christian 
“soul” and the small good angel to that of the Vodun 
“spirit” [19, pp. 204-211]. These parts may easily sep- 
arate themselves from each other. Their nature, their 


origin and their destinies are different. In the case of 


indisposition, the individual often says, “I feel that my 
big good angel is leaving”. Furthermore, the Haitian 
conception of personality is more extensive than is 
the case for orthodox health professionals. 

The Haitian carries his personality in his clothes, 
his hair, his spittle and his finger-nail parings. He 
becomes very anxious when he loses his clothes or 
when his hair falls into the possession of an enemy. 
They could be used to gain control over his big good 
angel. The Haitian psychiatrist Bijoux has amplified 
this theme by stating that “The average Haitian... - 
does not feel himself stable in his personality. He feels 
himself exposed to a very easy dissociation, since his 
‘soul’ can be detached from his person and influenced 
outside of himself, without him being dead. His ‘good 
angel’ which is part of his soul can be taken away 
and kept in a container (a bottle for instance)” [11, 
p. 14]. 
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In Haiti those individuals affected by dissociative 
states lead generally normal lives between the epi- 
sodes. This would include the women in our psycho- 
logical sample who lead normal social lives. In our 
view indisposition can be considered as a type of “psy- 
cho-drama”. The affected subject is the protagonist; 
while social and environmental factors are the oppos- 
ing forces. The characteristics of the opposing forces 
must be modified so that they became “therapeutic”. 
This is often the outcome of such episodes in Haiti. 

We suggest that our beginning exploration of indis- 
position be deepened and expanded. It would be most 
advantageous for future subjects to have a neurologi- 
cal examination (including an electroencephalogram) 
and psychological tests which have been normed for 
Haitians. We emphasize that our conclusions are pre- 
liminary even though they are based on careful, struc- 
tured observations of our subjects. A second study 
is needed to confirm or invalidate them. 
Acknowledgement—The authors wish to acknowledge the 
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vations conclude this series of papers related 


Haitians in general experience ind 
casions of great grief following the 
dear. It often occurs during peak mon 
ing. 


, , 1 ee 
Indisposition is commonly acknowledged 


among children only when there 


as intestinal worms. Treatment is 
breathe the aroma of garlic, 
“antidote” to worms 
rubbed to improve the circulati 
Although indisposition 1 
pally among adolescent males 
mental crises, it is far 
In this connection, there are three 
ditions associated with the “falling 
disposition. 
1. The blood is too rich 
is more prevalent among married or other 
active females, the blood circulation is seen 
in turmoil because of excessive “richness” 
brought on by anger. This happens especially 
women who, when in conflict with spouses 
males, cannot direct their anger toward its 
priate object but instead must “keep it inside” 
position in these women is related to coup 
(literally a “blood attack”) signifying a violent 
often accompanied by clenching of teeth and dark 
ing of the skin. The latter occurs through “speeding 


up” of the circulation. The coup de sang generates 


the “fainting” symptom, but the actual precipitant is 


anger. A favorite remedy consists of a mixture of one 
tablespoon of castor oil, salt and black coffee. This 
is used both as an emetic and a laxative. The rationale 
“congested” 


Both 


the emetic and the laxative are seen as helping the 


is that blood is “too rich” and becomes 


so that it needs to be loosened up or thinned 


rich blood to pass through the system, 1.e. to circulate 
more freely. 

2. The blood is “coming up”, 
head and increasing in intensity and pressure. Instead 
of circulating downward, it is circulating upward. Too 
great an influx of blood into the head region is caused 
by strong emotional stimuli. 

This condition happens among young girls and is 


Le. rising toward the 


1 poisonous 


steps on 
cause indisposition 


A wanga can also be more direct, so that an indi- 


vidual can suddenly be struck by a malignant spirit. 
In this instance the enemy or evil-doer calls on a 
voye mort, 1.e. he or she “throws death” on the object 
in the form of a malignant spirit. When this malignant 
spirit enters the host, it can cause the falling-out 
symptoms. The wanga thus works at both the ma- 


terial and spiritual level, e.g. in the form of toxic 
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vapors that cause fainting or in the form of an evil 
spirit that attacks the person’s spiritual and physical 
armature. The gros bon Ange (the soul) is the basic 
structure holding up the body. Weakened under 
magical stress, it leaves the body. The supernatural 
power of the wanga thus destroys the basic protective 
influence holding up the body and the person col- 
lapses. 

When a person suffering indisposition is in a state 
of shock from a wanga, he or she may be treated 
by a member of the household who is an initiate in 
Vodun or, in extreme cases, by a houngan (Vodun re- 
ligious leader). In many Haitian families there are per- 


sons who have been initiated into the worship of 


Vodun gods. These people maintain family protection 


with special bottles of roots, leaves, fruits and the 
like, usually mixed with alcohol, which are specific 
antidotes for a wanga. They hold the bottle for an 
indisposition-afflicted person to breathe: they also rub 
various pulse regions on the arms and legs. This 
usually revives the person. Sometimes this is not 
enough and a therapeutic invocation of a powerful 
family spirit is required. The family initiate holds a 
ceremony and calls upon the /oa (spirit/deity) to pos- 
sess the afflicted person and throw out the malignant 
spirit so he/she can be revived. There is then a fight 
malevolent spirit. If 


in the form 


between the family loa and the 
the /oa is stronger, he emerges victorious 


t , 7T > } 1] > f 7 7 7] 
of the person n the collapse Of indisposition 


However. merely be the 


individual will 
host for voice to speak will 
be t the lo anating from the person. The 
initiate will to treat the person. The loa 
speaking in a human vi address the chief in- 
itiate in the family and give instructions, for example, 
get me a herring” or some special herbs 
“make a bath 


he may 


to “go and 
He may instruct the initiate and 
put the victim in the bath”. Or, alternatively, 
say, “Prepare a wanga and place it in the yard or 


the cemetery”. This wanga will either retaliate against 


the malevolent spirit (and thus counterbalance its in- 


fluence) or it will create a protective space around 


the house and yard (or a larger environment) that 
can no longer be trespassed by the evil spirit. Also, 
the /oa may tell the family members to place the new 


wanga under the cross of Baron Samedi (the chief of 


al] dead spirits) in the cemetery. In this case the Baron 


is asked to pull back his spirit soldiers, because the 


person who sent the original malevolent Spirit cannot 
recall it wi nerm Yn f R 7 Samed 
recall it Wl permission Of Baron Samedi 


In the event the malignant spirit is too powerful 
for this therapeutic intervention, the family loa will 
lose the fight, and it will be necessary to call in a 
houngan. Such a religious leader will then perform 
a rite of exorcism, in which the evil spirit is forced 
to leave. 

In addition to the above occurrences, etiologies and 
therapies for indisposition one must also recognize 
that Haiti is a country in which malaria is highly 
prevalent. Many people may have malaria without 
realizing it. A person can “pass out” when the fever 
rises. There are also specific fruits that cannot be 
eaten at certain times. Some are considered “cold” 
and should not be eaten when the blood is “hot” 
or “coming up”. Others are semi-poisonous unless 
they are ripe. A person may fall-out, ie. experience 
indisposition from consumption of such foods under 
inappropriate circumstances or at improper times. 

Indisposition may also occur in a theatrical fashion 
when the symptoms are used for personal gain 


occurrence of indisposition is in 


The patterned 
many respects social class-linked. The Haitian middle- 


class is very rigid and puritanical. Girls are com- 
pletely dependent. They are not allowed to go out 
without a chaperone even when they are 16 or 17 
years old. Their relationships are closely watched. The 
greatest incidence of crise de nerfs (nervous crisis), 
with or without the fainting characteristics of indispo- 
sition, is found in the middle-class. One sexual mis- 
Thus, in the 


step can endanger a girl’s future life 
with 


middle-class, indisposition 1s associated anger 
and sexual frustration. 

Indisposition is rare in the small upper-class elite 
in Haiti, where much more flexibility in sexual behav- 
ior prevails. Among the rural and urban lower-class, 
that 


however, it is estimated large percentage of 


conditions 


indisposition cases are related to health 
such as anemia or malaria as well as to eating the 
wrong fruit or foods at improper times. 

It must be recognized that although these observa- 
tions are based upon both a Haitian life experience 
and a trained anthropological perspective, they are, 
nevertheless, impressionistic. For a more rigorous 
assessment of indisposition in Haiti and Miami, care- 
studies and comparisons are 


fully coordinated 


required. 
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Abstract 
flourished in certain parts of the island of Cuba, has t 
primarily in Florida, New York, New Jersey and California 
an essentially African It 
but has expanded its influence. It may be said that Santeria now constitutes 
mental health care system. Using Dade County, Florida, a 

the reasons for Santeria’s broadened scope and its success in attra 
extensive experience is drawn upon to 
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in several areas of the United States, primarily i 
Florida, New York, New Jersey and California; also 
outside of the United States in Venezuela, 
Rico and Spain [2]. This Afro-Cuban religious system 
has an essentially African world view and rituals. It 
has not only survived the impact of acculturation in 


turned her early 
into a more objective 
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priest. It may be said that Santeria now constitutes 
vital and dynamic mental health care 


its inception and 
: health-seeking behaviot1 
a sprawling, : 
system. 
There are 
ened scope and its success in attracting more fol- 
lowers, both Cuban and non-Cuban [3]. Its intrinsic 
flexibility, eclecticism and heterogeneity have been ad- 
vantageous in helping ensure functional, dogmatic 
the differ- 


gical V 


Third, 


problems 


a phenomenolo iew 
Dade 


he function of S 


betes : confronting Cubans in County 
numerous reasons for Santeria’s broad- Finally. consideration is viven to t 
any, Consideration 1s given to t an 
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to it for support and the type of support it provides 
It intended that this 
readers with an understanding of the adaptati 


teria i he kind of people who look 


1S 


broad picture will 
ft 


and ritual changes which enable it to meet ing o 
ent needs of its many followers. This 
address the case of Santeria in Dade County, Florida, 
but it will also provide an historical overview of 
adaptive processes previously achieved in Cuba. 
Most of the statements and interpretations offered 


changes undergone by Santeria in Cuba and Florida 
essay will ; i ° 
> and allow them to grasp something 


a mental health 


Taal 
Cill 


as care syst 


SANTERIA 


are the product of many years of observation and 
inquiry both in Cuba and Dade County. Some of 
the author’s early exposures to Santeria were part of 
the everyday life of a person born, reared and edu- 
cated in Cuba. Other experiences were purposely 
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The Afro-Cuban religious complex known as San- 
teria or Regla de Ocha [7] is the most structured 
and influential of the Afro-Cuban cult organizations 
[8]. Santeria has a great number of followers, an ela- 
borate system of rituals and a large corp of trained 
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santeros, priests or santeras/priestesses [9]. Santeria is 
not the product of a messianic movement as is the 
case with some American Black sects in the United 
States today, e.g. the Black Muslims, the followers 
of Father Divine, Daddy Grace and others [10]. On 
the contrary, Santeria has two direct cultural antece- 
dents: Oricha worship from Yorubaland [11] and the 
cult of the saints characteristic of Spanish Catholi- 
cism. Santeria is the product of an identification 
between the gods of the slaves and the Catholic saints 
of their masters. Even though various African in- 
fluences as well as European spiritist beliefs and prac- 
tices intervened in Santeria, the Yoruba dogma, theo- 
logical content and rituals are predominant 
Santeria is characterized by its lack of homogen- 
and 


is not a religion governed by a narrow 


rthodocy [12]. On the contrary, each santero 


ly interprets the beliefs and frequently intro- 


tuals and mythology accord- 


the ri 
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Va 
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graphs dre in red, the symbolic color of the 
Also, 


sh 


because Saint Barbara 1s the patroness 
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like Chango 
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In 
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artillery, in the eyes the slaves 


be warrior divinity 
fication is not based on the shar- 


attribute, in which case 


s the identi 
characteristic or 
“usurped” the statue or image of the saint 
only to disguise himself and allow his followers to 
fool the not too vigilant government officials and 
church authorities. 

During the long process of transculturation, how- 
ever, the African oricha lost some of its original 
characteristics, attributes and powers and assumed 
some of the personality traits and powers of the Cath- 

ic saint that had served to disguise its particular 
cult. In houses the Catholic influence on 
the orichas was minimal; in others it was very strong. 
The greater the Catholic and spiritist influence the 
stronger the appeal it had for the white Cuban popu- 
lation. As a means of providing the reader insight 
into the characteristics of some of the gods of Santeria 
in relation to Catholicism, the following brief descrip- 
tion is offered. 
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The Afro-Cuban pantheon 


In Africa, the gods of the Yoruba pantheon number 
well into the hundreds. Some are local divinities wor- 
shipped only by the residents of a specific region. 
Others, the g 
ocean, etc. are known throughout Yorubaland. In the 
syncretic process that took place in Cuba the major 


zeneric gods of thunder, horticulture, 


generic gods prevailed. The lesser ones, along with 
many of the gods of other African pantheons (Congo, 
Dahomey and _ other were and 
became manifest as different “roads” advocations 
of the great Yoruba gods. Thus, syncretism worked 
in two directions: the assimilation of other African 
divinities by the generic Yoruba gods and the identifi- 
cation of the latter with Catholic A fro- 
Cuban pantheon is quite red 
the heavenly court consisting 
Olodumare-Olorun-Olofin [1 
neath him [14], the spirits of the dead next 
and finally, at the lowest stratum, the animistic 
mans, charms, 
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universe, the 
one god who has always existed and will exist forever 
the monotheistic princi god of high < 
sublime qualities, omniscient, 

and just. Despite his remarkable qualities he is a 


ple. He is a ind 


omnipresent, merciiul 


remote god who is not able to respond human 


act 


tie ive 


needs of believers, because he takes very lit 
reason 


1j- 


il 


interest in the affairs of this world. For this 
little adulation is rendered him and no priest is dec 
cated to his cult. This is why he divided his 


or ache among his children, the « 
are very “earthy” divinities who have human 


powel 


richas. These orichas 


forms 
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as well as emotions, virtues and vices. If properly pro- 
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pitiated with food and other sacrific 
them, they might become unconditional 
individual in le of 


seems to be some psychic identity between t} 


agreea 


the perennial strugg 
1e 
and the persons initiated into their ct 
those they specially protect 
Olodumare’s oldest son, Obatala, is considered 
king of the orichas and his father’s representa 
earth. He is the god who completed the creation of 
the planet and is in charge of keeping peace and 
order, harmony and justice on earth as well as among 
the restless and all-too-human orichas. He has been 
identified with several saints of the Catholic pantheon 
Obatala, 


as 


but primarily with Our Lady of Mercy 
the sculptor of the human body, owns all the white 
parts of the body [15], the head, the thoughts and 
dreams. He is known for his great healing powers 
and is the owner of hospitals. When enraged, he 
blinds and paralyzes the victims of his anger: conse- 
quently, these are the ailments that he can cure best. 

Another important god in Santeria is Orunmila, or 
Orula, the owner of the two most important divina- 
tion oracles, the ekuele [16] and the board of Ifa 
[17]. Orunmila represents legality and firmness. He 
is the god of wisdom and intellectual of 
all of the orichas. The priests dedicated to his cult, 
the babalaos, are called upon when there is some 
problem with conflicting oracles; when ritual techni- 
calities require clarification; also to preside over im- 
portant ceremonies. Orunmila enjoys the reputation 
of being a great physician and counselor. In Cuba 


t 


he most 


Santeria as a mental 


he became identified with Saint Francis of Assisi. This 
intellectual god punishes his victims by causing them 
all types of mental disorders. 

Eleggua, the messenger of the gods, is the most 
capricious, versatile and elusive of all the deities. He 
is a mischievous divinity, a trickster of dangerous 
character whose favours are always sought after 
because of his great powers. He enjoys the character- 
istic of ubiquity which facilitates his innumerable ac- 
tivities. In addition, he is also the doorman of Orun- 
mila, and thus, if he is not propitiated as he deserves 
and demands, he closes the caminos (roads, future, 
destiny) to benevolent influences and opens them to 
sickness, misfortune and death. His omnipresence, his 
constant activity and the fact that he interferes con- 
tinually in all human and divine affairs make him 
feared and respected by all. Eleggua seems to be the 
personification of fate, not in the sense of fatalism 
but as both hope and hopelessness. He has been iden- 
tified with The Holy Child of Atocha and with The 
Lonely Soul of Purgatory which is always requesting 
and demanding offerings and prayers in return for 
favors. Echu, one of the roads or advocations of Eleg- 
gua, personifies the forces of evil and is used in witch- 
craft and sorcery. He is the Afro-Cuban “Devil” 

The most popular god in Santeria is Chango, 
god of thunder, He is identified 
Saint Barbara. He is a passionate oricha who revel 


in drumming, dancing and other manifestations of fur 


and merriment. He is a boastful male who personifies 


storms and fire 


the most exhuberant and irresponsible qualities of 
masculinity among the Afro-Cubans. He is 


freedom, has a terrible temper and is a 


a god 

walri 
who is capable of great violence. He 
punishes his victims by causing death by 


Chango is married to the three 
Yoruba river 
first wife, Oba, 


in Cuba, lost her 


goddesses Ohba. Ov 


identified with Saint Catherine of Siena 


riverine character and became a 


domestic goddess protector of the home. Some san- 
teros say she rules over the bones and cures arthritis 
; 


and forms of paralysis which prevents walking. O 


has been identified with 
candela 
(fire). Oya, like Oba, also lost her character as a river 


goddess. She is the goddess of lightning, of the bad 


the second wife of Chango, 
Our Lady of Candlemas because she 1s la 


ill-wind and tornadoes and thus accompanies her hus 
band during thunderstorms. She is a very 
divinity who likes to get into quarrels and induce 


aggressive 


her troublesome husband to engage in constant wars 
with Ogun, the god of war. She is most dreaded and 
respected because she has a terrible temper and is 
the owner of the cemetery and thus controls death 
When a person is very sick he has to merit special 
favor from her. If she fails to support him, nothing 
can be done. When enraged she punishes and kills 
by electrical discharges and accidents involving strong 
wind and storms. 

Ochun, the third wife of Chango, is the most popu- 
lar of the female orichas. She is the goddess of love, 
of honey and all sweet things and, in Cuba, the sole 
owner of the river. She is a voluptuous woman who, 
like her husband, Chango, enjoys dances and parties. 
Her extreme wit and humor endow her with a great 
flair for all the good things life has to offer. She 
became identified with the Virgin of Charity, the 
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Catholic patroness of Cuba. This goddess of love 
rules over the genitals and the lower abdomen and 
some say over the blood. She punishes by afflicting 
these areas of the body and, consequently, whenever 
these are diseased, she is best able to cure them. 

Olokun, the owner of the deep ocean, is a powerful 
oricha always dressed in black. Yemaya, the owner 
of the upper levels of the ocean, is identified with 
the Virgin of Regla, the patroness of Havana Harbor 
and the protector of sailors and fishermen. She is the 
queenly goddess who, according to the myth, is the 
mother of all of the orichas. She rules over the intes- 
tines; also, when angered she can cause tuberculosis. 
Consequently intestinal disorders and tuberculosis are 
the ailments she can cure easily. According to some 
cure madness 


One of the most dreaded of Yoruba gods is Babalu- 
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thieves and prostitutes. He is the owner of traps and 
therefore jails; thus, he should be propitiated to avoid 
incarceration and/or to expedite the release process. 

Orisha Oko, the god of horticulture who settles dis- 
putes among the identified with Saint 
Isidro, the tiller patron of farmers; while Aganyu Sola, 
the patron of porters, one of the most powerful gods 


in the Afro-Cuban pantheon, became identified with 


orichas, is 
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Saint Christopher, who was the porter of Baby Jesus. 
There are other orichas which could be introduced 
[19], but the intent at this time is only to give some 
feeling for the types of deities intrinsic to Santeria. 


The cult of the dead 

Among the Yoruba, a strong polytheistic pantheon 
was associated with the cult of ancestors of the patri- 
lineal family. In Cuba, however, the ancestral cult lost 
importance. For one reason, the slaves were totally 
and permanently severed from their African lineages. 
For another reason, the effort of the Catholic Church 
was limited to the protection of their fragile nuclear 
families. Nevertheless, vestigial remains of this cul- 
tural tradition are still identifiable in the commence- 
ment customs of all Santeria rituals and invocations 


acts, the santeros pay 


During these initial ceremonial 


homage to the babanlas/ancestors of their own re- 
ligious lineages, to their clients’ protector spirits and 
to the dead in general. Thus, an undifferentiated cult 


to the dead was preserved They were “fed”, through 
sacrifices and offerings, as a means of avoiding thei 


anger and securing their help 


relates to the 
Among the 


God created man in 


element in Santeria 


and/or sou 


personality 


is the belief that 


nature 
Y OI uba 


two parts 


he being here on earth and the spiritual 


20]. Each individual 


Eleda before he is born, 


double or Eleda in heaven 


makes a contract with his 
in which plans for life on earth are designed. He then 
is born. If 


embraces the tree of forgetfulness and 


lives according to the heavenly contract, the Eleda 


will protect him; but if he does not act according 
to the plan, the Eleda will turn 

him [21] 

rhe 

so that its 
peanized 
Guardian Angel, and applied it in such a 
there currently is no clear concept of the Eleda in 
Santeria. Some say that the Eleda/Guardian Spirit is 


the protector god of the individual. Others claim that 


concept of the Eleda, too, was altered in Cuba, 


meaning became Christianized or Euro- 
A fro-Cubans borrowed a Catholic term, the 


way that 


it is a spiritual force in the individual, and still others 
believe that it is the spirit of a dead person who pro- 
individual. There are some who seem to have 
with the term, Eleda, and they speak, 


instead, of their “Guardian Angel” or “Angels” when 


tects the 
no familiarity 
referring to protector spirits who apparently have 
quite a close psychological resemblance to their pro- 
tegées. Thus, it seems that the Eleda/Guardian Angel 
of Santeria is the product of the merging of several 
other concepts, i.e. those of the Yoruba Eleda and 
ancestral spirits, that of the Catholic Guardian Angel 
and the protecciones or protector spirits of European 
spiritism [22]. 

In Santeria, the Guardian Angel receives a great 
deal of attention and reverence. It seems to be very 
susceptible to both benevolent and malevolent in- 
fluences of other supernatural beings and processes. 
It is regularly fed by each initiate to ensure that it 
remains strong. It must not be disappointed, weak- 
ened or angered lest it become unable or unwilling 
to protect its protegée. When it is well cared for, it 
offers beneficence and protection in return. 
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In those situations, when life circumstances suggest 
abandonment, weakening powers or dwindling favors 
from a Guardian Angel, it is the santero who acts 
as broker to restore the appropriate mutually 
strengthening and rewarding relationship [23]. Dur- 
ing consultas espirituales (spiritual consultations) the 
santero may be “mounted” or possessed by his own 
Guardian Angel, separately or simultaneously with 
that of his client. Through such states of possession 
the santero can either dramatize the problems of the 
client’s protector spirit (such as its conflicts, feelings, 
needs and requests): or, serving as the medium for 
his own spiritual protector, he can guide the client 
by telling him what course to take to satisfy his 
Guardian Spirit and regenerate its activities on his 
behalf. At times he does both while in the trance state. 
Thus, the santero works primarily with the Guardian 
Angel as protector or double of the individual. This 
spirit or presence seems to be outside of the indivi- 
dual and beyond the reaches of conscious awareness, 
but it is influential, nevertheless, in determining a per- 
son’s behavior and fate. In essence, the client must 
alter his behavior toward his Guardian Spirit in order 
to maintain and benefit from its support 

Since the Guardian 
influence of other spirits and gods, the santero must 
between his client’s spirit 


Angel is so responsive to the 


also play a mediating role 
protector and the more powerful orichas. These will- 
ful gods, too, must be fed, honored and placated to 
ensure that the lower-ranked Guardian Spirit will not 
will be free of 


motivated to 


be molested: to make certain that it 
harmful and 


properly protect its protegeée 


influences, strengthenec 


Occasionally it is necessary for the santero to 
assign a specific oricha as reinforcement for a failing 


Guardian Spirit. In a sense it is possible for him to 
do this, because he knows how to please the gods 


needs to be done. Without 


and get them to do what 
appropriate ceremonies and offerings, however, they 
lend their work on behalf of the 


client or his Guardian Angel 


will not power for 


Consecrated objects/material things 


Santeria followers believe in the power of con- 
secrated objects such as stones in which the powers 
of the orichas reside. There are numerous necklaces, 
bracelets and other objects which the santeros give 
their initiates and clients as protections against all 
types of evil and as strengtheners to ensure their well- 
being. According to the conditions or problems pres- 
ented by a petitioner, the santero might give an Eleg- 
gua to open the roads, or the necklace of Chango 
to give courage and determination to fight enemies, 
or some object belonging to Obatala to bring peace 
and serenity. Such therapeutic actions are determined 
by the attributes of the oricha in whose name they 
are given. Also, these objects are regularly fed through 
offerings of various kinds. They are not seen as sym- 
bols of the gods but as the material receptacles of 
their powers. Sacrifices serve to bind that power to 
the object and to direct its vitality toward the in- 
itiate’s personal goals. 

In so far as the gods (orichas/saints) of Santeria 
are concerned, their areas of eminent domain, their 
personality attributes and their behavioral character- 
istics all have relevance to religious and _health- 
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seeking behavior of many Cubans in Dade County. 
However, such behavior itself must be placed in his- 
torical perspective before the significance of Santeria 
in Dade County can be fully grasped. 


HISTORICAL FACTORS IN CUBAN 
RELIGIOUS AND HEALTH 
SEEKING BEHAVIOR 


The range of Cuban religious beliefs, behavior and 
experience is extremely complex and heterogeneous, 
since religious systems of European, Asian, African 
and perhaps Amerindian origin merged in Cuba. This 
was due to unique historical, racial and social circum- 
stances which resulted in the sharing of a magical, 
animistic and personalistic world view. 

During the colonial period (16th—19th centuries) 
the Catholic Church, with its emphasis on the devo- 
tion to miraculous saints [24], was the official religion 
to the exclusion of other Christian Churches. The 
Catholic Church had control of the 
tional institutions. The great majority of the popula- 
tion was illiterate, freemen and slaves alike. Very few 
children attended the academically 


schools. The Creole classes were instructed by private 


scarce educa- 


poor parochial 


tutors, but during the middle of the 19th century 
some private schools appeared which catered to the 


Creole and the white middle-class. Institutions of 
higher learning, available to only a small minority, 
were presided over by a scholastic methodology 
within a mystical orthodoxy, world view and logic 


truths” of the Church’s dogma 


at the service of the 
It was not until the last decades of the 18th century 
that the sensualist school of philosophy with its inter- 
est in observation and experimentation made some 
inroads among the emerging Cuban intelligentsia 
This occurred especially in the the 
newly founded Seminario San Carlos [25]. However, 


classrooms of 


as children, members of the educated Cuban Creole 
upper-class were reared by black nursemaids who 
partly enculturated them into the values, beliefs and 
attitudes of the African animistic and magical world 

The scarcity of formal medical services brought 
about a situation where the curanderos [26] and the 
African healers and their pharmacopeias were the 
only sources of medicine available to the majority 
of the people, blacks and whites alike. The Creole 
upper-class, when suffering from illness and/or stress, 
made use of the limited medical services available and 
made extensive use of medicinal herbs which were 
an important part of the Spanish pharmacopeia. They 
also looked for counseling and support among the 
Catholic priesthood but many did not disdain the 
help, always available, of the African and non-African 
traditional healers. Thus, the Catholic saints 
offered prayers and made the object of devotion and 
promises in search of miracles; while the African 
healers and their amoral, wild, powerful divinities 
were also used and feared. 

As the last decades of the 19th century closed in, 
the influence of a new wave of spiritist ideas was also 
felt in Cuba. The teachings of the French physician, 
Allan Kardec, became popular among parts of the 
Creole class, the languishing small urban middle-class 
and among white peasants. Allan Kardec’s ideas were 
based on belief in the existence of visible and invisible 


were 


worlds populated by incarnated and disincarnated 
spirits, the intervention of disincarnated spirits in 
human lives and the mission of spirits in a universal 
plan through successive reincarnations. Kardec’s 
ideas represented an intellectual and _ structured 
attempt to reconcile the not-so-dormant European 
spiritists beliefs with Hindu beliefs in reincarnation 
and Karma, as well as with the evolutionary progress- 
ive theories of the times. His ideas appealed to some 
members of the white Creole and middle-classes [27] 
with their longing for equality, freedom, justice and 
progress. Many members of these classes had become 
toward a monarchical and 
reluctant 


skeptical and antagonisti 
Church which 


democratic and 


obscurantist was to accept 


either scientific ideas or separatism 
Irom Spain 
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Kardec’s teachings also offered a more conceptua- 


lized and organized way of arranging the already 


present animistic African and Catholic beliefs. To the 


members of the white population who did not care 
considered 
animal 


to participate in African rituals (often 
primitive and cruel with their extensive use of 


spiritual 


but who longed to engage in 
Kardec offered a 


communicating with the departed loved ones. He pro- 


trance-possession, safe means of 
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> origin of the universe, creation of 
all types of life, 


behavior, the etiology of diseases, their treatment, etc. 
In Cuba the African system was confronted with more 
order 
Reinterpretation was part of the process required for 
sensitivity and responsiveness to the followers’ chang- 
ing The mythological and 
divinities, which in Africa were accepted ad verbatim, 
remained more recently in Cuba as part of the color- 
ful tradition and mysteries of these esoteric religious 
forms but not as challengers of scientific explanations 
[31]. Consequently, the African religious system’s 
function as an explanatory device lost ground. 


secular explanations and with a new ethical 


needs. lives of heroes 
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Cognitive dissonance was avoided; nevertheless, 
myths and theology survived as part of the religious 
heritage and as romantic legends of a past for which 
there could be no accounting. Some religious rituals 
were abandoned which entailed practices labeled as 
“immoral” in the new society. For example, those cen- 
tered in the cult of the Yoruba god of fertility were 
lost to the quest for acceptability. The African system 
gave way to a new mulatto Christian morality lacking 
the rigidity that Christianity entails. The cult groups, 
however, continued to give the African slaves and 
their descendants a sense of identity. They also served 
to facilitate the survival of customs, music, languages, 
legends, traditions and a generalized world view. They 
continued to function as important aspects of encultu- 
ration as they had in Africa. They continued to serve 
as support systems and the nuclei around which the 
social activities of descendants of slaves revolved. 

Although religious practitioners in Africa repre- 
sented the core of the health delivery system, those 
in Cuba were challenged when European medical care 
gradually became available to the main body of the 
Cuban b The importance of their re- 
was diminished. It 


lack population 
is the sole health system 
nto an alternate one and began to function 

ymmodating manner. Thus, Afro-Cubans 

asingly on orthodox health care for the 
of infectious and organic diseases; while the 
system’s strengths in solving problems of 

1 emotional nature remained intact [32] 
> use of the cult groups as a means of gain- 
upernatural forces by magi- 
became even more reputable [33]. Thus, 


Afro-Cuban religious complex 
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treatment of personal crises and 
problems and assumed the form of a co 


her than an exclusive health-delivery sys- 


The changes experienced by the African religion 


made possible the acceptance of its practices and 
but 


only by Cubans of African ancestry 


of European background. Santeria, 


beliefs 
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which emerged as an important variant, was able to 
break through narrow racial boundaries, to attract 
a white following and, thus, 
the attitudes, cosmology and behavior of important 


significantly to influence 


sectors of the population. However, the influence of 
Santeria was not paramount throughout the island 
Its importance was centered primarily in the towns 
of the provinces of Havana and Matanzas [34], where 
it seems that large pockets of Yoruba slaves had been 
concentrated. In other areas of the island, Santeria 
was virtually unknown or had a limited following. 

The consequence of these evolutionary changes was 
that during the 1950s the spectrum of religious inter- 
est and participation of Cubans ranged from the 
orthodox Catholic view, through a Catholic view with 
heavy emphasis on the cult of miraculous saints, to 
an interest in Kardec’s spiritism, to membership in 
various Protestant churches, to participation in San- 
teria and other less well-defined cults and religious 
practices [8]. These different religious forms coexisted 
in situations of tolerance and conflict. In one way 
or another they contributed to the syncretic process 
continuously taking place in the realms of belief and 
ritual. 
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The Afro-Cuban cult organizations, with no rigid 
dogma or commitment to orthodoxy, avidly assimi- 
lated those religious techniques and terminologies 
which enabled them to better satisfy their clients 
without pressuring them with demands of religious 
exclusivity. The Catholic Church periodically, and 
sometimes regularly, attempted to counterbalance 
the influence of other Christian churches and also the 
Afro-Cuban and spiritist cult organizations, but with 
10 consistency or crusading force. In contrast, Protes- 
tant churches introduced a counterculture element. 
They manifested themselves as more intolerant, 
demanding from their followers their sole religious 
support and forbidding them to participate in other 
types of religious experimentation and practice. Pro- 
testantism represented a dissonant note indeed in the 
syncretic, ecletic, hedonistic, tolerant, multi-faceted 
and animistic atmosphere of the Cuban Republic 

All of the historical factors mentioned above pro- 
duced in large segments of the Cuban population a 
mystical view of the universe with its strong animistic 
and personalistic properties and characteristics. This 
view extended to etiological theories of disease and 
in some respects to interpersonal relations. Many 
Cubans, especially of the lower-class, ever religiously 
curious and eager to experiment, have demonstrated 
an attitude of both mysticism and practicality when 
confronted with situations of crisis, when dealing with 
illness and when conceptualizing the universe. This 
accepting attitude has been carried into the present 
and becomes apparent when Cuban and American 
doctors make observations about Cuban 
of orthodox health facilities when they are available. 
It is also apparent in current Cuban behavior which 


“overuse” 


leads to no refusals of any kind of help: when Cubans 
seek avidly to control and place at their service any 
support they can get from the medical as well as 


various religious systems 


CUBANS IN DADE COUNTY 


In the last 20 years, approximately 430,000 Cubans 
have settled in Dade County. The new settlers have 
encountered a wide range of difficulties in adjusting 
to the new environment. Some are the 
product of the value conflict experienced by most im- 
migrant groups. Other due to 
unique factors such as the reason for and expected 
duration of migration, the period of resettlement and 
the rapid loss and/or acquisition of status in the new 


stresses 


added stresses are 


land. 

In more than one sense the Cuban migration has 
been unique. Unlike many other immigrant groups, 
the mass displacement was provoked by a political 
factor. Thus, the Cuban migration is representative 
of the former Cuban society’s social, economic, ethnic 
and geographic spectrum. Also uniquely characteristic 
of the Cuban influx is that many thought that their 
stay in the United States was going to be temporary. 
As time passed by and hopes of returning to their 
homeland waned, feelings of frustration, powerless- 
ness and guilt emerged for having abandoned their 
country and loved ones to the Communist tyranny. 

The uniqueness of the time of resettlement also 
created confusion, feelings of lack of control, frus- 
tration and ambivalence in many Cubans. In the 
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United States the decade of the 60s and early 70s 
witnessed great social, political and economic up- 
heaval. The sex and drug revolutions, the Civil Rights 
movement, the antiwar protest and the Watergate 
process greatly bewildered the Cubans. For those who 
abandoned their country to save their children from 
Communist indoctrination, the very real possibility 
of losing them to drugs and/or sexual promiscuity 
was an even greater horror. Cubans saw with appre- 
hension the Civil Rights movement. They agreed with 
its aims to obtain a dignified, long-overdue place for 
the black American whose educational, social and 
economic deprivation perplexed them. However, they 
radicalism of some black 
States propaganda 


were fearful of the leftist 
leaders and the anti-United 
launched by Castro on this issue. 
In the eyes of many Cubans, the Vietnam War re- 
sistance, the Watergate investigations and their out- 
come confirmed fears of the existence of a Communist 
They saw such a conspiracy 


defeat of the 


world-wide conspiracy 


which could succeed in the 


greatest democracy in the world, as one which could 


one 


unleash a demagogic process to discredit the presi- 
dency and unseat an officer who had been democrati- 
cally elected by a great landslide of votes. Anti-patrio- 
tic feelings and animosity toward family, God and 


middle-class values which were expressed by many 
protesters increased the frustration, fear and 
of Cubans, many of whom wondered if it 
worthwhile after all to have left Cuba. 

Other factors which have affected the Cuban exiles 


and brought stress, consternation and confusion are 


young 


angel were 


the dramatic changes in status forced upon them in 


their new homeland. In less than 15 years, uprooted 


Cubans changed from political exiles (allies) to refu- 


gees (eligible for generous assistance program) to 
United States residents and citizens (minority). The 
transition from allies, to protegées, to discriminated 
minority entailed traumatic adaptation, identity crisis 
Such 


anti- 


f 


and the acceptance of imposed leadership. 


“leadership” was comprised of directors of 
Castro military units, heads of social agencies and 
precocious Cubans who manipulated their way into 
the structure of the political parties. Feelings of bitter- 
ness against the United States government for having 
failed to help free Cuba are mixed with those of guilt 
for having fled Cuba. Feelings of gratitude for social 
assistance are mixed with those of ambivalence and 
reluctance to accept the role of demanding 
minority rights, a position which is not deeply or 
universally shared among Cubans in Dade County. 

In addition are those profound problems affecting 


new 


assimilation which emanate from basic cultural differ- 
ences between Cuban and United States traditions 
Linguistic differences affect monolingual adult 
Cubans the most, creating in them feelings of insecur- 
ity and alienation. These have been partially met by 
choosing to reside in predominantly Spanish-speaking 
communities, relying on Spanish media for informa- 
tion. However, such choice has not helped to create 
understanding of the new country and the reality in 
which they live. 

Differences in residential patterning and work sche- 
dules directly affected family life. The dispersed 
employment pattern and the short lunch break obli- 
terated the traditional, spacious, lunch/family-reunion 
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which had been utilized to chat and share experiences. 
The extended family suffered a great blow as a result 
of the exodus from Cuba, when some members per- 
manently stayed on the island. Even though the 
generous social assistance program prevented much 
suffering, it weakened the family unit by lifting the 
responsibility for care of the dependent and the ill. 
However, the most damaging conflicts have béen 
caused by the clash of values pertaining to family 


orientation, sex and age roles 


In the early years following immigration, the 


stride 
to gain economic security, spurred by real and intense 
feelings of despondency and insecurity, brought about 


which 


fundamental changes in the family stri 


assaulted traditional sex and age roles. The role of 


the father as the breadwinner has been irreparably 


challenged by a working wife who, in some instances, 


makes more money than her husband. More recently, 
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They see the instructional content as being shallow, 
experi- 
hool 


SCHOOL 


country 


numanistic orientation, 


failing to transmit a 
mental and risky. In some instances, the SyS- 
tem is viewed as conspiring against family, 
and God, with too much emphasis on teaching selfish 
individual rights and failing to teach social responsi- 
bilities 

Ignorance of the local power hierarchy and its inac- 
cessibility has been met by a reliance upon political 
godfatherism and nepotism not unlike that which pre- 
vailed in Cuba. However, it is more negative because 
many of the power brokers have been selected by 
and are responsive to non-Cuban decision-making 
groups. The generally mediocre quality of the Cuban 
media has perpetuated an absence of so-called objec- 
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tive information which ultimately should be used to 
set policies and influence decisions in the Cuban com- 
munity. 

Dade County has also witnessed the restructuring 
of new social classes among uprooted Cubans. Even 
though many members of the former upper- and 
middle-classes have partially regained some of their 
status and power, many former trend-setters have lost 
their influence and prestige. For some this is due to 
the loss of their prior economic base; for others, in 
the professions, it is because licensing procedures, age 
and the language barrier have prevented them from 
practicing. Simultaneously, greater economic oppor- 
have been available to Cubans who came 
socioeconomic segments and have been 


tunities 
from lower 
able to rapidly climb the economic ladder. 

This brief description from the Cuban point of view 
suggests that a great subversion of values and atti- 
tudes have taken place in the midst of confusion and 
competition. Former prestige indicators such as good 
family manners, professionalism and 
knowledge have been dropped for new ones identifi- 
money 


name, good 


able by the economic and political elite, 1.e. 
and political power. Consequently, behavior which in 
Cuba was identified as socially unacceptable and to 
be found among segments of the poorer and non-edu- 
cated urban classes is prevalent in Dade County. 
Examples are excessive loudness, gesticulation and 
body movement; outlandish overdressing: the abuse 
of jewelry and cosmetics; expensive partying of 
doubtful taste: and aggressive familiarity. Linguisti- 
cally, this has been reflected in almost complete disuse 
of the second person singular pronoun usted, used 
to address older persons and those of social and pro- 
fessional standing, in favor of the familiar tu. 
Although subjected to stress of great magnitude, 
Cubans have been successful in partially reconstruct- 
life. Dade County has been 


Way of li 
Several public schools 


ing their former 
declared a bilingual county 
specialize in bilingual education. Private bilingual 
schools run by Cubans attempt to give students an 
education following former Cuban educational philo- 
sophy. More than 20 Cuban clinics offer preventive 
and curative medicine through outpatient services 
and hospitalization insurance to Cubans of modest 
income [35]. Several newspapers, radio stations and 
television channels cater to the Spanish-speaking. In- 
deed, one does not need to know English to get along 
in Dade County. Nevertheless, despite the apparent 
economic and cultural well-being of most emigrés and 
their success in partially reconstructing their way of 
life, many Cubans in Dade County suffer from feel- 
ings of ambivalence, lack of control, confused identity, 
lack of purpose and direction. For many of them San- 
teria offers aspects of the support and help they seek. 
By understanding something of the acculturative situ- 
ation, we are now in a position to grasp the signifi- 
cance of Santeria’s proliferation to an extent beyond 
that achieved in Cuba and its central function as a 
mental health care system. 


SANTERIA AS A MENTAL HEALTH 
CARE SYSTEM 


In considering the mental health function of San- 
teria in Dade County, it is important to realize that 
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in pre-Castro Cuba psychiatrists primarily treated in- 
stitutionalized patients; while psychologists and coun- 
selors were practically unknown and inaccessible to 
the majority of the population. Thus, the bulk of 
people in Cuba who had emotional problems received 
medication from general practitioners and support 
from their family, friends and various religious 


organizations. Since Santeria in Cuba had a repu- 
tation for being a lower-class, uneducated people’s re- 
ligion and was not prevalent throughout the island, 


many were inhibited by such factors from seeking 
help there. Many who did denied it. 

At the dawn of the Castro era, however, when feel- 
ings of uncertainty, danger and fear increased during 
the process of losing a former way of life, many 
people in Cuba resorted to various types of religious 
support, including Santeria. They hoped, through 
magic, to gain a sense of control in a devastating 
situation they felt powerless to change [36] 

For various reasons outlined above, many Cubans 
in Dade County feel a similar lack of control in many 
aspects of daily living. As feelings of powerlessness 
accompanied their transplantation to a new country, 
certain conditions occurred simultaneously which 
made Santeria more attractive to previously disinter- 
ested persons. The diminished solidarity of the 
extended family and more limited roles of supportive 
friendships are but two examples. Also, increased 
anonymity entailed in the uprooting and relocation 
in metropolitan Miami has enabled the shy and self- 
conscious to at first timidly explore this religious sys- 
tem which was identified as a lower-class phenom- 
enon. Later, as behavior which was _ considered 
characteristic of the non-educated groups became 
more prevalent, and there was open admission by 
many that they belonged, newcomers to the religion 
felt courageous enough to join. Those who had pre- 
viously denied believing in it began to exhibit in pub- 
lic. amulets and protections which clearly identified 
them with Santeria. This in turn functioned to expose 
to Santeria those who came from areas of Cuba where 
it was unknown. Such factors have contributed to the 
emergence of Santeria in Dade County and to its en- 
hancement as a mental health care system for a group 
manifesting relatively high levels of anxiety. The key 
to its success, however, appears to lie in the Afro- 
Cuban cosmology which helps to explain reduced 
coping ability and to rationalize feelings of loss of 
control. 

Feelings of powerlessness usually accompany cul- 
tural change of revolutionary proportions, whether it 
be coercive (as in Cuba) or circumstantial (as in the 
United States). Nevertheless, this is far too sterile an 
explanation for a people exposed to the complex his- 
torical processes and cultural beliefs outlined above. 
In a world perceived to some extent in magical, 
animistic and personalistic terms, there can be no 
meaningful explanation for reduced coping ability or 
misfortune which does not take such a world view 
into account. Nor can there be an enduring relief 
from personal problems which does not remedy the 
basic causes as determined within that world view. 
Such-is the function of Santeria. 

It will be recalled from the description of Santeria 
provided above that the religious hierarchy inherent 
in this system includes various levels and types of 
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supernatural deities, powers and forces which either 
intervene directly or can be called upon to intervene 
in the daily lives of human beings. Feelings of despon- 
dency and powerlessness are evident in remarks con- 
trasting the appeal of Santeria as opposed to Catholi- 
cism: 

The Catholic saints have abandoned us. One only has to 
see that the world is upside-down and full of evil. Even 
though the Catholic saints are closer to God, they are 
too good, and one needs protection to survive [37]. 


In the world today the chaos and need for protec- 
tion are so great that it influences even the interpre- 
tation of religious symbols. Witness the following 
comparison of the cross in Catholicism and Santeria: 


Goodness exists, but evilness abounds more. Even Olofi 
[Santeria’s supreme being, identified with God] is different 
from its Catholic counterpart. In Catholic churches the 
cross is simple; while in Santeria it has its resguardos [pro- 
tections] [38]. 

In an amoral, materialistic, present-oriented 
society, gods which are conceptualized in pragmatic 
terms are seen as more real and efficient than sublime 
deities. The reasoning appears to be that if supernatu- 
ral powers interfere with and affect worldly events, 
those powers must be as amoral and manipulative 
as society today is perceived to be. Consequently, 
there need be little concern about moral behavior 
which is to be rewarded in the afterlife. 


The santos can do good and evil. The santeros manipulate 
them for both good and evil The santos are just like 
people. They can do good and bad things. Can you blame 
Santa Barbara if they use her to do bad things? I am 
After we die we all go 
with 


not concerned with the afterlife 
to the same place. Catholics are too concerned 
heaven. I am not. Heaven and hell are right here in this 
world, and what I need is protection against evil Spiri- 
lists lose a lot of time talking to the spirits and trying 
to convince them to get enlightened and to cease doing 
They measure [spirits] and 
Spiritists cannot do 
[38] 


harm. Santeros are efficient 
tie them up and get rid of them... 
that, because they believe in free will 


The only way to cope in this world is to be able 
to create reciprocal alliances with powerful, manipu- 
lative and manipulable gods. This personal, pragmatic 
element in Santeria which is so satisfying and contrib- 
utes so importantly to an improved sense of mastery 
is reflected in the following: 


The Catholic saints belong to everybody. They have to 
help everybody; while my Eleggua is mine. He only re- 
sponds to me. If I offer him a chicken, he strengthens me 
and my health. Other people’s Elegguas deserve my re- 
spect, but they don't help me. That is why I need my 
own. One can speak to the Catholic saints, but they don’t 
let you control them. Santeria saints can be controlled and 
catered to with offerings and presents; then they respond 
to you [38]. 


I ask [for help from] the santo with confidence, familiarity. 
I demand [assistance] from him... I provide a bunch of 
bananas for Chango so that he will do this and the other 
[thing for me]. The santeros give you santos so that you 
use them for what you need [37]. 


Santeria’s ability to assuage the pain of uncertainty 
and to marshal assistance for its supplicants is 
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expressed in many ways. For example 


When I am at a crossroad and... don’t know what deci- 
sions to make, I go to the santero so that he can ask 
the santos their counsel. Whatever they say, I know is 
the best alternative... [39] 


The relationship between perceptions of evil and 
feelings of powerlessness are not coincidental. The 
Afro-Cuban conceptual system, in the words of a san- 
tero, helps to explain both: 


[Some] clients are people who are filled with bad things 
because of magic or evil spirits which get close to them, 
disturbing and destroying them, whether in their personal 
life or in their health or in everything that is mental... 


Then, there are also people who are spiritually weak, who 
have weak will power. They are weak physically and men- 
tally and acquire everything evil... by just being close to 
a disturbed person, [they] will receive and acquire the dis- 
turbance and will feel very bad [40] 

Similar feelings of lack of control and the influence 
of harmful supernatural forces are expressed by those 


who seek the santero’s help: 
I tried to get a job for many months and couldn't hold 
one for more than a week. When I came to see the santero, 

sent by an enemy, 
keep He made me 


would be antagonized by me 


I found out that there was 
that didn’t let me 
so that the foreman 


a spirit 


jobs nervous 


After 


we made some sacrifices and the santero was convinced 


that I was clean [cleansed of evil influences], I managed 


to secure a job that I have held for more than one year 


[41] 
remarks is 
conceptual 
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The world view reflected in the above 


with the formalized 


thei 


consonant more 
framework of 
the etiology of disease, life problems and general mis- 


fortune. Basic is the belief in the dual nature of man: 


the santeros and 


body and soul. The latter is seen as being susceptible 
to supernatural processes which affect it directly and 
the body indirectly. Consequently, santeros believe 
that supernatural influence exacerbate 
physical ailments. Even though physical complaints 
treated by a physician, the 


forces and 
should be diagnosed ar 
santero’s assistance, also, should be sought so that 
he can neutralize and, in some instances, rally super- 
natural power in support of the patient: 


All of the problems that make up 
we find in Santeria We find persons who are mentally 


disturbed, persons with personal problems, who 


he branches of medicine 


persons 
have common problems such as stomach aches, gastroen- 
teritis, ulcers, Most of the 
people suffering from an ailment who come to see me have 


asthma, heart conditions 
already seen the doctor. If they haven't, I immediately send 
them to [one] Sometimes we do things and [conduct] 
ceremonies before we send them to the physician so that 
[he] will be able to rapidly diagnose the problem [40]. 


When the santero performs certain “material 
works” to help both the doctor and his client, he 
might include sacrifices to the client’s Guardian Angel 
and to the various orichas who could lend a helping 
hand. If, for instance, the client is suffering from geni- 
tal problems, the cooperation of Ochun, the oricha 
who owns these parts of the body, must be secured. 
Also, Eleggua might be called upon to open the roads 
for the client. Obatala, as King of the orichas and 
sculptor of the human body, has to be propitiated. 
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Still other orichas such as Orunmila might be called 
upon so that he will lend firmness and security to 
everything that is done on behalf of the client. Ulti- 
mately, in the event all else fails, Ova, the owner of 
the cemetery, is consulted. If she says, “No”, nothing 
can be done, and all hope 1s lost. 

Santeros also perceive supernatural activity as 
being the sole cause of certain conditions which they 
can best treat “al pie del santo” (at the feet of the 


oricha or Saint): 


our clients, when it is a matter of religion, 
1e problem. When it is a matter of medi- 


so that 


them to the doctor he can handle 


problems of religious concern are those such 


decaimientos (conditions related to 
tired blood): descensos (fainting spells); barrenillos 


(obsessions): hypochondria, i.e. people who think they 


iS depress ion: 
} 


have any disease with which they come in contact: 


and phobias or unreasonable fears. 

In general santeros believe that many somatic and 
non-somatic ailments and all types of misfortune are 
due to the following 


or punishment of an 


oricha: At 


becomes enraged by an individual’s failure 


times 


promise given. Anger occurs, also, when 


someone fails to comply with an oricha’s desire that 


> be initiated into the oricha’s cult. In some instances 
In cases in which the 

e santero must negotiate 
he god and the individual. To 


conducts ceremonies, offers sacrifices and 
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ye: a person might suffer all types of ill- 
is the victim of the 
9erpetrated by another person who might 


attempted to cause harm. 


misfortune, because he 


the evil eye doesn’t necess- 


not within him—in his persona- 
; In our religion we believe that his Guardian 
Angel power 1s evil, produces evil in other persons 


without [his] being conscious of what he is doing 

rituals 
nclude Bel- 
tran. We also santiguamos or spiritually cleanse them, and 
[40] 


conduct certain 
of San Luis 


For the victims of evil eye, we 


which the reciting of the prayer 


they get well 
Witchcraft or sorcery by an enemy: 


This is very different from the evil eye. Some evil santeros 
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prepare potions made of a powder of a dessicated [poi- 
sonous] toad. If the client has taken such a potion, he 
might get very sick. [Evil santeros also] make a powder 
of a multicolored fly that might cause you to have some 
accident if you are not strong. In any case, we have to 
consult the.saint, and that is when strong work is required 
which involves herbs, plants, animal sacrifices and other 
different things that help solve the problem [40]. 


People who are born very weak: 


These are called espiritus viajeros (traveling spirits). They 
come to this world to die young, and nothing can be done 


to prolong their lives [43] 


Spirits attached to persons, which cause problems: 


distinguish many reasons for a spirit becoming 
might be due to the 
il 


Santeros 
attached to a client. Sometimes it y 
work of an enemy who has sent an ev 
At other times, it is because the spirit felt attracted 
In other instances 


spirit to cause 
harm 
) the client in its search for light... 
ere are spirits who were close to the client when alive 
They harm the 
client without that the 
client failed to perform rituals and carry out obligations 


4 
th 


I 
and, after death, still feel very attached 


meaning to or because they feel 

to the spirit 

Many times spirits become attached to a person because 

of the work of brujeria or 
| it to yy the person in their personal 

everything that is mental. In 


1 trance possession, make 


align magic, which is evil. 
ire Ser 

in their health, and 
h cases] we santeros 
present himself, tell us who he is 


him 


and who sent 


is too violent measure with a piece 


him up, and dispose n the cemetery 


. homicides, or mad- 


of victims ol 


instances person, because 


spirits get to a 


persons who disturbed when they 


were killed or who died crazy 
the same symp- 


died... in an accident 

[When] they get attached to a person 

toms develop. The person might be going crazy or attempt 
commit suicide. In such cases we santeros receive the 

its so they will tell us who they were and how they 
[Then] we investigate the case among people who 

knew them 

nave 


to spiritually cleanse them 


Since the client might not the strength to carry this 
spiritual burden 

In the case of [very strong] spirits we might even have 
to sacrifice animals to strengthen our client. To avoid that 
the blood of our client be shed, we spill that of the animal 


instead [40] 


A weakened or angered Guardian Angel who has 
abandoned the individual: 


There are people who have not acted well personally 
or spiritually; then their Guardian Angels... 
leave the individual alone in life and susceptible to 
Santeros 


go far away 
and 
picking up everything evil 
explain to the client what they have to do and we make 
to their Guardian Angel or ko bo eri supplica- 
If the client continues to take care of 


In these cases we 


sacrifices 
tions to the head 
his Guardian Angel and follow our advice, the Guardian 
Angel will continue to protect him [44] 

Santeros diagnose disease and prescribe treatment 
by means of various divination systems, their own 
intuition and former successful experiences of other 
healers. 

I, myself, diagnose through the caracoles (shells). But some 
of us have something with which we are born, that tells 
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us spiritually or mentally what the needs of the clients 
are and what has to be done with the client... Yes, I 
do think I have a lot of intuition. Some people call me 
a psychologist... We santeros always have the spiritual 
strength of the gods and spirits... In many instances 
people who come with similar conditions or symptoms 
have to be treated differently. There is not just one way 

A santero gets older and has more experience, and when 
a particular treatment fails, | might remember something 
taught by an old santero when I was very young. Then, 
I know that mentally I am being told to treat this and 
the other [40]. 


Apparently santero treatment modalities are as diver- 
sified, ecletic and ready to change and borrow from 
other sources as this religious system was, itself, in 
the historical process from which it emerged. 

It is beyond the scope of this paper to provide illus- 
trations for each of the above categories of illness 
within Santeria. It is informative, however, to be 
acquainted with several fairly 
Not all patients seen by santeros are filled with bad 
things sent magically by enemies. Many, as noted 


typical descriptions 


earlier, are only spiritually weak. 


Sometimes I see people who have been receiving 
treatment but who are very They 
stability, mentally or spiritually, and then we santeros ask 


sick find genera 


the santos if we should initiate that person so that he 


receive the benefits he has not had [40] 


Also, there are many persons who are frightened 
to the point that they cannot function adequatel 
For example, 


ol nder, alraid ol! 


There was one who was afraid 


Cc} ] t 
sne would not 


When it rained she would not go out 
send her children to school and would not shop. She 
with the teacher and her husband 


I did a rogation to her head I tried 


into a lot of trouble 


Guardian Angel so that she would not be frightened and 
€ She has t 
If she has to do something fo 


a 
she has to do it She 


would always feel protected 
proved 
it rains, too bad 
that those were unreal fears [42] 

Descensos (fainting spells), decaimientos (tired 
blood) and somatic conditions are all integral to the 
following account 


was eighteen 


I was reared in a Catholic school til | 


years old. I am an accountant. The first one 


> to enter this 
religion in my family was my mother, who suffered from 


[fainting spells] and enfriamientos  [( 
The doctors didn’t find any physical ailments 
He suffered from a 
was too large 


descensos 
chills | 

Later, my father was also 
congenital heart problem. His heart 


initiated 
for its 
capacity. He was told that through initiation he could pro- 
long his life... [In my case] I tried many doctors and 
finally entered this religion to have a stabilized level in 


my mind, to save my head, my mind 


My mother and I went through a similar process. I always 
had a tendency to get sick. | have had two surgical oper- 
ations for the removal of the appendix and the gallbladder 
Not only did I suffer from specific ailments but from unde- 
termined ones. I always had failing health, a lot of decai- 
mientos [tired blood, lack of energy]... Then, as in the 
case of my mother and father, me salio letra de santo [“l 
got a letter from the saint”; meaning that the saints 
through the oracle, counseled her to be initiated]. After 
being initiated I have enjoyed greater strength and the sta- 
bility that I had so lacked before [42]. 


A problem of barrenillo or obsession is discussed 
in the following way by a client being treated simul- 
taneously by santeros and orthodox practitioners: 


When I am desperate: when I am going crazy: when I 
know something bad is attached to me, I go to the santera 
to help me with my obsession [caused by spirits from other 
existences] and to give me the strength and protection | 
need to face life. The psychiatrists give me pills to control 
my nerves mind. But my 


does the work that has to be done to prevent an evil spirit 


Santera 


and counsel me in my 


from forcing me to do something desperate [44] 


According to santeros, the ‘its involved in such 


cases first attack the nerve ake the individual 
ill. 

Although many of the conditions that santeros feel 
should be treated al pie del santo (at the feet of the 
the orthodox institutions 


saint) fall within 


definition of emotional disorder or mental illness, the 
evidence seems to indicate that santeros do not view 


their role as an exclusive or competitive one. 


become more readily available to 


As men- 
tal health services 


Cubans in Dade County, Santeria is once again re- 


Several santeros have collaborated with the 
They 


laboratory 


adjusting 
author on behalf of mutual clients [45] have 
medication, allow 
ppointments 


appoll 


therapeutic 


discomfort or dissonance in being treated by both 


The follow- 


who 1s 


com- 


Yet another ent, a 
quite knowledgeable yet 


practicing 


spiritist 
critical of Santeria, 


ments as follows: 


I believe that the psychiatrist, the spiritist and the santero 
are very similar people. People don’t come to us [espiri- 
tistas] when they are well but when they have problems. 
Clearly the psychiatrists have more knowledge; they have 
gone to the university, and we only have spiritual help. 
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As a matter of fact I think that santeros and spiritists 
are social workers who use their own peculiar styles. The 
psychiatrist works with the mind which perishes. We work 
with the spirit which is eternal but quite influences the 
mind [47]. 

An after-care patient who is also using both the 
orthodox mental health facility and a santero, states 
the following: 


I know what the psychiatrist, counselors and_ social 
workers do, I am a college graduate. They have their tricks 
and games. When I am going crazy, when I can stand 
no more, the only one that can get me help from the 
santos, even though I am not sure they exist, is my santero 


[48] 
DISCUSSION 


It is not surprising that authoritarian counseling 
given by power-manipulator santeros and reinforced 
by supernatural consent and coercion seems to be 
effective among many people who have been reared 
in an authoritarian family structure. Santeria also 
offers a congenial-meaning structure for people who 
have been subjected to political, economic and social 
changes beyond their contro!. and among whom for- 
tune or misfortune appear to be more related to the 
caprice of spirits than to their own behavioral initia- 
tives. Other therapies might not be so effective, par- 
ticularly those developed among and for people 
reared in democratic families and school systems and 
whose historical continuity, although challenged by 
intrinsic changes, has not yet been viewed as specifi- 
cally evil in design and effects. Since such “democra- 
tic” therapies specifically entail personality growth, 
i.e. “maturity” over and above success or good for- 
tune, they do not address basic problems pertaining 
to survival. For many Cubans personality growth is 
an alien concept; they view character and personality 
as being fixed or structured almost from birth. In 
comparison, Santeria, through trance- 
possession, enables clients to act out their problems 
or to have them acted out by the santero in a manner 
which is non-threatening to people for whom denial 
appears to be a most important defense mechanism. 

Another important function of Santeria is that it 
offers to its followers the opportunity to join a new 


states of 


fictive family which might substitute for the extended 
family if the latter is absent, dispersed or malfunction- 
ing. All of the godchildren of a santero, as part of 


his lineage, are related to each other as members of 
and interdependence are 
valued. Despite rivalries which are prevalent between 


a farnily where seniority 
santeros and their godchildren, the Santeria cult 
house offers an extensive moral and economic sup- 
port network which helps members get jobs, receive 
services at a more modest price, as well as other con- 
veniences of this kind. 

The santero cult house, which is open to followers 
every day almost 18 hours a day, has no substitute 
compared to social agencies which open 9 hours a 
day on an appointment basis. The santero cult house 
is like a family club where the godchildren spend their 
weekends helping in various rituals, participating in 
religious banquets, and feeling that, by helping, they 
also are helped. 

In conclusion, Santeria has emerged powerfully in 
sections of urban, industrialized North America and 
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particularly in Greater Miami in Dade County, Flor- 
ida. This is especially true among the upwardly 
mobile, middle-class-oriented Cubans, who in pre- 
Castro times were situated in lower-middle and lower 
economic strata in their homeland. This is so because, 
in essence, it is a flexible religion, always eliciting and 
accepting new adaptations and _ reinterpretations 
which allow it to be sensitive to its clients’ needs [49]. 
Santeria is the result of a 300-year process of syn- 
cretism which continues. Since the complex is always 
open to new beliefs, new gods and new rituals, it is 
well equipped to deal with changing problems and 
a changing clientele [50, 51]. 

It is the author’s opinion that as long as some 
people believe that there is a soul (independent from 
mind and psyche) which survives death and is in- 
fluenced in this life by other-worldly souls, they will 
continue to seek the help of Santeria and other such 
cult organizations when in distress. If this assumption 
is correct, some knowledge of the patient’s own view 
of his problem is important to medical health profes- 
sionals. Such knowledge in and of itself provides new 
options for patient care. In fact, it might be advan- 
tageous for orthodox practitioners to build upon the 
clues provided by patients who seek help from both 
systems. It may be opportune for orthodox health 
professionals to acknowledge that health levels may 
be raised more successfully by recognizing religious 
healers’ expertise in caring for the soul while the or- 
thodox practitioners tend to the body and the mind. 
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“Afro-Cuban” is used to desig- 
black or who 


In this paper the term 
nate those Cubans (white, 
practice some of the religions of African origin which 
as those Cubans who in 


mulattoes) 


flourished in Cuba, as well 
some way participate in the African world view. In 
this manuscript, African and Spanish terms are trans- 
cribed in italics and bold print respectively 

Personal communication with a santero who has in- 
itiated several godchildren in Venezuela, Puerto Rico 
and Spain 

This has been previously discussed by Harwood A. Rx: 
Spiritist as Needed. John Wiley, New York, 1977. See 
also Garrison V. Doctor, Espiritista or psychiatrist: 
health-seeking behavior in a Puerto Rican neighbor- 
hood of New York City. Med. Anthrop. 1(2), 1977 
Bembe is an Afro-Cuban term used to refer to public 
religious festivals during which drumming, chanting 
and dancing and, in some instances, possession by 
gods or spirits take place 
Sandoval M. C. La Religion 
Playor, Madrid, 1975. 

As a participant observer, the author has repeatedly 
visited the following casas de santo (cult houses within 
the homes of santeros): (a) Three cult houses led by 
black Cuban santeros in Allapattah, a lower-middle 
and lower-socio-economic neighborhood where most 
of the black Cubans in Dade County reside alongside 
white Cubans and English-speaking whites and blacks. 
These santeros cater to a primarily black Cuban fol- 
lowing with some white Cubans and black Americans. 
(b) Four cult houses in the Littlke Havana area where 
Cubans of lower-middle and lower socio-economic 
levels reside. Little Havana is the heart of the Cuban 
community, where Cuban clinics, cafes, restaurants, 
private bilingual schools, theaters and important busi- 
ness districts are concentrated. Three of these houses 
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are led by white santeros and the fourth by a mulatto. 
In each of these the participants are primarily white. 
(c) Two cult houses in Westchester, an upper-middle 
class white Cuban and American neighborhood. These 
are headed by white santeros with primarily white 
Cuban followings. (d) One cult house in an area im- 
mediately adjacent to Coral Gables, an upper-middle 
and upper-class section where white Americans and 
Cubans live. This cult house is led by a mulatto san- 
tero with a primarily white Cuban following. (e) Three 
houses in the outer southwest area of Greater Miami 
in a white Cuban and American neighborhood. These 
are headed by white santeros with primarily white fol- 
lowings. (f) Three cult houses in Hialeah, a middle 
class white Cuban and American neighborhood. These 
santeros are all white with predominantly white fol- 
lowings. Also, the author has conducted in-depth inter- 
views locally with the following types and numbers 
of persons: (a) Seven santeros mayores (senior santeros) 
who were initiated into Santeria in Cuba more than 
25 years ago. Four are black and three are white. (b) 
Four white santeros menores (junior santeros) initiated 
within the last five years in Miami. (c) The young, 
white, female president of a Kardecist church and a 
40-year-old white, female spiritist who is the grand- 
daughter of the president of a Kardecist Association 
in Cuba. (d) Twenty-four persons who have seen or 
are being treated by both santeros and mental health 
professionals 

Santeria is a new term which has been used only in 
the last 30 or 40 years and which was not acceptable 
to old black practitioners. In the past this religious 
complex was called Regla Lucumi or Regla de Ocha 
Regla (rule) is the generic name used for Afro-Cuban 
cult organizations. Lucumi is the term used in Cuba 
to refer to the blacks of Yoruba ancestry. Ocha or 
Oricha means the sacred or the saints. Hereafter 
this article Yoruba and Afro-Cuban words will 
transcribed using the letter combination “ch” even 
though some English authors transcribe the same 
words using “sh”. In Spanish the “sh” sound does not 
exist. Because of this phonetic limitation of the 
dominant language, the pronunciation of Yoruba 
words was changed. For the sake of consistency the 
author will use the Spanish “ch” combination for Yor- 
uba words with both “sh” and “ch” sounds. 

Santeria or Regla de Ocha is only one of many Afro- 
Cuban cult organizations. There is, for example, Regla 
Arara of Dahomeyan origin which is very similar to 
Santeria and is being absorbed by it. Another popular 
one is Regla de Mayombe or Palo de Monte, also called 
Kimbisa, whose origin can be traced to the Congo and 
Angola. It was brought to Cuba by Bantu-speaking 
blacks. The members of this cult are quite respected 
and feared since they have a reputation for being very 
effective in their practice of malign magic. Yet another 
important Afro-Cuban cult organization is La Socie- 
dad Abakwa, or Nanigo, which was brought to Cuba 
by slaves who came from the Calabar area of Nigeria 
This secret mutual aid society and its members are 
very much dreaded, because they are known to engage 
in violence to avenge any offense perpetrated against 
any member of the group. Other Afro-Cuban religious 
forms such as Tumba Francesa of Haitian origin have 
not been properly studied. 

The proper term for the santero/priest is babalocha, 
meaning father of saints, and for the santera/priestess, 
ivalocha, meaning mother of saints. 

Fauset A. H. Black Gods of the Metropolis (second 
paperback printing). University of Pennsylvania Press, 
Philadelphia, 1975. 

. The cult of the orichas was brought to Cuba by slaves 
coming from the Yoruba-speaking area of southwest- 


ern Nigeria in West Africa. The orichas are the gods 
who are the personifications of forces of nature (e.g. 
lightning or tornadoes) as well as those who personify 
some local river, mountain or other landmark. These 
supernatural beings have human attributes and quali- 
ties and are prone to make alliances with those 
humans who are initiated into their cult. 

This is primarily due to the existence in Africa of 
regional variations and differences in ritual, mythology 
and names of generic gods. The absence of a para- 
mount Yoruba religious authority and the fact that 
this was an oral religious tradition prevented greater 
homogeneity and systematization. On the other hand, 
in Cuba, the merging of different religious systems 
enhanced diversity and heterogeneity. This character- 
istic possibility became an asset in the course of change 
and adaptation to new situations and conditions 

The Yoruba Supreme Being is called by these three 
names. According to Idowu, Olodumare etymologicall; 
stands for the one who owns all of the sublime attri- 
butes that are superlative in strength, quality and 
value. Cf. Idowu B. E. Olodumare God in Yoruba Belief. 
pp. 30-37. Longmans Green and Co.., London, 
Olorun means 


the owner of the heavens and 
means the Supreme King. Olofin is the name used 
marily in liturgy and in the oracle. or process 
divination 

Some junior santeros in Miami have tolc 


of the existence of only 16 orichas. Sixteen i 


number for the Yoruba. In the divination system 


shells or palm nuts are used by santeros and babalao 
(priests of the god Orunmila). It is possible, 
that not too knowledgeable new santeros grow 
tient with the reluctance of their padrinos (godfat 
or santeros who consecrate them) to hand down 
mediately all the knowledge of other 
known orichas. In this way 
hat the 16 most popular 
1 the white parts of the 

be the brains, the bones 
The ekuele is a divination 
the babalaos as priests of Orunmil< 
laces with seeds and pieces of 
Santeros or santeras dedicated 
other than Orunmila can only 
caracoles (shells) or the coco (ci 
The board of Ifa is the other 
used exclusively by the consists 
wooden board and 16 nuts r more informat 
Bascom W. R. Ifa Divination 
Gods and Men in West 
Press, Bloomington, 1969 
According to e Diccionaric 
canismos, jimagua is a term used in Cuba t 
two or more individuals who are born at the same 
birth. According to this dictionary the term originated 
from the Latin gemellus which means twins. The 
author, unfortunately, does not recall the appropriate 
reference in which a writer, possibly Fernando Ortiz, 
claims that this word comes from Bantu terms jima 
and akua, meaning belly partners 
For a first-hand account of the oricha cult in Cuba 
as practiced by old black santeros, see Cabrera L. El 
Monte, p. 17. Editorial Chichereku, Havana, 1954 
Prince F. Indigenous Yoruba psychiatry. In Kiev, A 
(ed.) Magic; Faith and Healing (Edited by Kiev A.), 
pp. 84-120. The Free Press of Glencoe, New York. 
1964 
Bascom provides more detailed information about the 
Eleda than does Prince (Ref. [20]). Some of his infor- 
mants have told him that the Eleda or Ancestral Guar- 
dian resides in heaven and acts there as the individual 
does on earth (which is similar to information collected 
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by Prince). Other informants have told Bascom that 
there are two Eledas, one in heaven and one on the 
head of the individual. Yet another informant told him 
that there are three Eledas or Ancestral Guardians 
who reside on the forehead, crown and occiput of the 
individual. Cf, Bascom W. R. The Yoruba of South- 
western Nigeria, pp. 72-73. Case studies in cultural 
anthropology. Holt, Rinehart and Winston, New York, 
1966. Bascom has been informed, also, that the only 
way to sacrifice to the Ancestral Guardian soul is to 
sacrifice to the head (Ko bo eri). Afro-Cubans call Ko 
ho eri the ceremony performed on behalf of their Eleda 
or Guardian Spirit. See Bascom W. R. Ifa Divination: 
Communication Between Gods and Men in West Africa, 
p. 114. Indiana University Press, Bloomington, 1969. 
Also see Sandoval M. C. La Religion Afrocubana, pp. 
53-54. Editorial Playor, Madrid, 1975. 
Romulo Lachatanere reports on the 
popular type of spiritism called Olile in part of the 
Oriente Province in Cuba, which mixture of 
Kardecist spiritism, Yoruba influences as well as Cath- 
olic See Lachatanere R. ii Oh Mio Yemaya!! 
Editorial “El Arte”, Manzanillo, Cuba, 1938. Also, Bas- 
tide mentions the presence of the so-called “cordoneros 


presence of a 


Was a 


miserere 


de orile” which he describes as a mixture of Kardecist 
spiritism and Yoruba Ancestral worship. Cf. Bastide 
R. African Civilizations in the New World, pp. 105—107 
Harper & Row, New York 

Sandoval M. Santeria 


d its treatment 


Afro-Cuban concepts of disease 


in Miami. J. Oper. Psychiat. 8(2), 


52 19 
The cult of the important in Cuba 
Altars for the saints were kept in most Cuban homes 
on which candles and Ai 
ne Spanish priest who lived and worked in Cuba has 
*n canonized (Saint Antonio Maria Claret). The culi 
th Cuban literature, where 
eliefs in the miracles of the saints are portrayed. One 


Saints was very 


flowers were offered least 


e saints is reflected in 
of the most popular of such legends is the one called 
E] Aura Blanca (The White Vulture) by the great 
Cuban poetess Gertrudis Gomez de Avellaneda who 
wrote in 1874. See Carbajo A. (Ed.) Un 
Folklore Cubano, pp. 44-48. Language Research Press, 
Miami, 1968 

El Real Colegio Seminario de 
Ambrosio was founded in 1767 
occupied by the Jesuit order in Havana. The Jesuits 


Catauro de 


San Carlos y San 
at the site formerly 


who had played such an important role in training 
the colonial creole upper-class were expelled from 
Spain and its colonies by order of Carlos III. The 


Jesuit schools had followed the scholastic medieval 
philosophy and theological methodology. The vacuum 
they left in Cuba was filled by the new Seminario, 
which the vehicle of dissemination of new 


philosophical (sensualist) ideas as well as new political 


became 


ones (constitutionalism). It also stressed the teaching 
of the experimental sciences: physics, chemistry, etc. 
Curandero is a Spanish term applied to those healers 
who are outside the orthodox health institution, re- 
gardless of whether they use Spanish, African or Amer- 
indian practices and pharmacopeia. In this paper the 
term is used to refer to those practitioners who follow 
the Spanish tradition, to distinguish them from the 
Afro-Cuban healers 

The author’s observations on this point have been re- 
inforced by a young Cuban who is the president of 
a Kardecist Church in Hialeah. Older spiritists have 
told her that most Kardecist followers in Cuba were 
white middle-class but that there were some white 
farmers who were interested only in the healing aspects 
of this cult. A similar recollection was offered by the 
grandfather of the head of a spiritist confederacy in 
Cuba. Also, according to Bastide (Ref. [22]), spiritism 
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became a rage in the Americas and was accepted by 
people of European descent. 

A patient-informant of the University of Miami, 
Department of Psychiatry, Community Mental Health 
Program. referred to espiritismo in the following 
perceptive. manner: “El espiritismo como ciencia es 
demasiado juego y como juego es demasiado ciencia” 
(Spiritism as a science is too much of a game and 
as a game is too much of a science). 

Cuban Catholic churches were situated in the central 
square which was the core of town life. Most Catholic 
schools catered to the well-to-do and acceptance of 
enrollment in some of them was a status indicator. 
Most Cuban political, social and professional leaders 
were nominally Catholic (baptized and married in the 
Catholic Church), even though many of them did not 
regularly participate in Catholic or any other religious 
services. 

During the short American intervention (1898-1902) 
and especially during the Republican administrations, 
great efforts were made to introduce free public ele- 
mentary education and free preventive and curative 
medical services. These were instrumental in dramati- 
cally lowering the index of illiteracy and in erradicat- 
ing epidemics (yellow fever, malaria, typhus) while 
checking the toll of tuberculosis and leprosy and pro- 
longing the life expectancy of Cubans. Clinics 
offered outpatient and hospitalization services to mid- 
dle- and lower-class Cubans at a modest fee 

“Science is science, Chango and Moses are legends. 
We know that thunder is produced by electric charges 
Maybe Chango produces them, but I don't really 
envisage him as riding on his horse in the celestial 
adobe and causing storms, as was clearly believed by 
my grandparents” (personal communication with a 
black Cuban santero) 

“My grandparents never went to see a doctor: they 
cured themselves. My parents joined a clinic and also 


also 


used home remedies which their parents taught them 
to make properly with the help of the saint. | 
use some traditional medicines, but, most certainly, | 
regularly see my doctor for my ailing heart... [1] 
never neglect asking the santos to help me and my 
clients not only with health but in [our] persona! lives 
and economic evolution” (personal communication 
with a mulatto santero in his fifties). 

“My father had a large white clientele: primarily 
people who had fragile health or a disease which the 
doctors could not cure. But I cannot disregard the 
fact that many politicians and important people in 
show business owed my father their success and never 
denied it” (personal communication with a santero) 
The fact that many bolita (illegitimate lottery) opera- 
tors were also active in Santeria, suggests that people 
whose occupations or careers were subject to either 
risk or the whims of fortune were more prepared to 
seek help from Santeria in their quest for luck and 
impunity. 

Lachatanere (Ref. [22]) noticed that in Matanzas and 
Havana Provinces Santeria was more prevalent and 
that in parts of Oriente Province it was mixed with 
other influences such as spiritism and Bantu religious 
practices (pp. xxx—Xxxx)). 

The Cubans have transferred to Miami an institution 
of Spanish origin called La Quinta de Salud or Clinica 
These organizations resemble cooperatives run by a 
board of members. At first they were sponsored by 
Spaniards (and their Cuban children) coming from a 
particular province of Spain, i.e. El Centro Asturiano, 
El Centro Gallego, La Covadonga, etc. Later, other as- 
sociations such as La de Dependientes (retailers) were 
opened. The members. through the payment of a small 
monthly fee (around $12.00) had access to a social 


also 


Santeria as a mental health care system 151 


club where dances and other recreational activities 
were featured as well as out-patient and in-patient ser- 
vices. Some of them also offered private s¢hooling to 
the children of the members as well as adult educa- 
tional programs in book-keeping, secretarial skills, etc. 
In Miami over 22 such Clinicas have opened. However, 
they are owned by private investors, and their services 
are limited to those clinical in nature. These Clinicas 
are staffed by Cuban doctors who are not licensed to 
practice in the state of Florida because of linguistic 
difficulties or old age but are supervised by other 
Cuban doctors who are licensed. The former are not 
paid very well: thus the cost of services is greatly 
reduced. Individual membership with access to only 
out-patient services costs about $8.00 a month. For 
a fee of $48.00 a month a family of four has access 
to both in-patient and out-patient services. For that 
amount an in-patient will have a 100°, coverage for 
both hospital and medical costs if he chooses to go 
to the hospital and the doctor recommended by the 
Clinica. If he chooses his own doctor and hospital, 
the insurance will cover around 80°, of the hospital 
and medical expenses. The fact that Cubans have had 
these clinical services available at a fixed rate and that 
the bulk of the services are preventive, -has accustomed 
even those of modest income to extensive use of ortho- 
dox health facilities. For the medically indigent in 
Cuba, the government sponsored Casas de Socorro 
(Emergency Community Units) in urban 
which also contributed to ready use of the orthodox 
system 

Many hopeful emigrants were prompted to consult 

of a United 
exit 


more 


areas 


types of fortune tellers. Since the securing 
States and the Cuban government 
could delay departure from 
6 years, many Cubans, tragically laughing at them- 


visa permit 


6 months to than 
san- 
(You 
Telegrams were used 


exit 


selves, now say that the standard counsel of the 
teros was “Tienes un telegrama en tu camino” 
have a telegram in your way) 
by the Cuban government as notification that an 
permit had been granted 

Personal communication with a 34-year-old mulatto 
female client of a mental health facility 

Personal communication with a white female client ap- 
proximately 50 years of age 
Personal with a 
female who has a high administrative position in local 


communication 55-year-old white 
government 

Personal communication 
mulatto santero in his fifties who was initiated 3 


with a reputed senior 
2 years 
ago 
Personal communication with a 32-year-old white 
male participant in a santero cult house 

Personal communication with a 32-year-old white 
female santera 

Personal communication 
black santero initiated over 37 
Personal communication with a 


male client of a mental health facility 


with a 50-year-old senior 
years ago 


55-year-old white 


46. 
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. The author functions as Cuban Unit Director and Cul- 
ture Broker in the Community Mental Health Pro- 
gram of the Department of Psychiatry, University of 
Maimi School of Medicine. 

A term used'by spiritists and now by santeros to refer 
to those spirits from other existences who become 
attached to a person and cause them problems 
Personal communication with a white female practic- 
ing spiritist in her forties 
Personal communication with a 39-year-old white 
male client of a mental health facility 

It cannot that houses 
might be fronts for antisocial activities. A black senior 
santero has commented acidly to the author that “For 
us blacks Santeria is our religion, the way we pray, 
For 


be denited some Santeria cult 


dance, and are comforted by our 


whites, it is something else. It 


sing gods 


has become a refuge 


for social deviants (homosexuals and drug pushers) 


and a means of exploiting maladjusted people.’ 

It is important to note that Santeria is flourishing des- 
pite the absence of a large black constituency. Cuban 
blacks are under-represented in the exiled population. 
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due to the policy of the Castro regime which makes 
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societies, medical anthropology is 


the 


different 
those precious few bridge 
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joining “social and 


“natural” sciences current research topic in this 
ical systems 


t 
field is the cross-cultural study of med 


and their numerous biosocial components 

sently exists a growing stockpile of evidence sug 

ing that human populations are extremely diver 

with respect to technological and behavioral adap- 

tations to the omnipresent stresses of diaease, 

and other forms of biological disorder [1-10] 
Of particular concern in medical anthropology 

the effects of acculturation, urbanization 

“modernization” upon traditional medical systems 1 

different geographic and environmental settings 

Ample recent research has revealed an extensive range 

of variation in the reactions of different peoples of 

the world to the introduction of “modern” health care 

programs and/or the exposure to “Western” medical 

The findings of 


ire 
alc 


and 


nN 


philosophies and techniques [11-19] 


these investigations bear directly upon the future of 


medical practices throughout the world. 

The purpose of the present study is to reconstruct 
the rapidly changing profile of health and disease on 
Bimini, a small island (1450 inhabitants) in the 
Bahamas. Through the administration and quantifica- 
tion of anthropological field surveys and the statisti- 
cal analysis of vital registers, censuses, clinical data 
and religious documents, an attempt is made to iden- 
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perienced poverty, insecurity and a scrambling for 
available lands. Numerous “squatter” settlements 
were formed over the next two decades [25, pp. 
203-208}. 
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Table 1. 


Population size on the island of Bimini, 1848-1978 


Population 


size 


Bibliography 
No. 


Reference 


Albury (1975: 247) 


Bahamas (1866: 82) 


Albury (1975: 247) 
Commonwealth of 
Moseley (1926: 64) 
Commonwealth of 
Moseley (1926: 64) 
Commonwealth of 
Bahamas (1963 
Bahamas (1963 
Bahamas (1970 


This study 


It was during the post-emancipation times that 
Bimini was reinhabited by a handful of the “dis- 
placed” people. Bethell [27, p. 57] reports that the 
early settlers were a few assorted families that immi- 
grated from nearby islands. In 1848 the total popula- 
tion of Bimini was 40 individuals, members of five 
families engaged in the scavenging of shipwrecks for 
subsistence [20, p. 247]. Population size has fluc- 
tuated since that time (Table 1), and it has been vari- 
ously affected by uneven fertility rates and differential 
migration rates to and from the island [50]. Early 
in the 20th century tourism and fishing emerged as 
the major forms of economy on Bimini 

Today the Bahamas consist of 29 islands (22 
which inhabited by Bahamian 
peoples of African ancestry), 661 cays and 2387 rocky 
islets (5353 square miles) extending from the east 
of Florida to Haiti in the Caribbean sea [29 
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the Bahamas (1974: 26) 
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p. 1]. In 1969 the Bahamas achieved the political 
status of Commonwealth, and in 1973 the islands 
were granted total independence from the British gov- 
erment (see map, Fig. 1). 

Located 50 miles east of Miami, Florida, Bimini 
(Fig. 2) has maintained close contact and communica- 
tion with other populations of the world primarily 
through tourism, travel, radio and television. British 
and American cultural influence has been especially 
pronounced. 

In 1936 the Bahamian government set up a tempor- 
ary health clinic following a severe hurricane which 
claimed at least eight lives. Since 1950 the government 
has sponsored a single registered nurse on Bimini. 
At first working out of her home and later in a series 
of small clinics, the Bimini-born woman served ad- 
mirably as a professional nurse practitioner, coping 
with all of the basic primary care needs of the island 
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until her retirement in 1977 
viduals with disorders of an extremely 
were transported to Nassau or Miami for emergency 
treatment. In 1969 two 
Miami, Florida, began to provide medical care on 
a voluntary basis every second Sunday in the I 


During this period indi- 


serious nature 


private physicians from 


clinic. A much expanded program of primary care 


was instituted in 1970 by members of the Department 
of Epidemiology and Public Health and the Depart- 
ment of Family Medicine, University of Miami 
School of Medicine. The twice-monthly was 
extended to a Friday-through-Sunday schedule. In 
addition, the University of Miami physicians con- 
ducted Health Fairs in 1971 and 1972, thereby adding 
a comprehensive health care dimension to the pre- 
existing primary health care program. These surveys 
included 1031 separate medical examinations. At 
present, the clinic is in regular operation with a new 
full-time resident nurse; the Miami physicians con- 
tinue to visit on weekends. 


clinic 


METHODS AND MATERIALS 


In addition to routinely documented diagnostic and 
therapeutic activities, clinical and epidemiological in- 
vestigations of health and disease have also been car- 
ried out by the University of Miami biomedical team. 
Although few medical records were kept on Bimini 
prior to 1970 [30], detailed clinical data have now 
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Samples of soil, air were also col- 


lected and analyzed [31 
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estradiol 50 mcg) were made available to 56 women 


in 1971 who were subsequently followed-up with 


gynecological and blood pressure examinations. Thy- 


roid activity was monitored in a small sample of sub- 
jects. 

Beginning in 1974, demographic and census ques- 
tionnaires were administered to 284 of the 320 dwell- 
ings on Bimini. The following information was 
obtained for a sample of 1218 island residents: birth- 
place, birthdate, residence, nationality, occupation, 
age at menarche, age at first marriage, number of live- 
born children, incidence of reproductive wastage 
(abortion, miscarriage, stillbirth), methods of birth 
control, child spacing, illnesses and diseases (as 
reported by the informants) and medications taken 
regularly. Data were also received on individuals who 
had recently died in the household. The sources of 
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water used for drinking, cooking and cleaning were 
recorded for each household, and other physical 
characteristics of the homes were noted. The data 
were tabulated and compiled by an SPSS computer 
program (Statistical Package of the Social Sciences). 
The same program provided cross-tabulations of 
selected variables—place of birth by sex, reported dis- 
eases by type of drinking water, number of children 
by age of mother, etc. 

Religious documents, including birth, death and 
marriage certificates, were examined at four of the 
five churches on the island. Recent vital statistics 
records of the Bahamas Ministry of Health were also 
consulted. These written sources have permitted the 
enumeration of births since the turn of the century 
the study of mortality trends dating back to 1886 and 
the collection of various information from marriage 
certificates on patterns of mate selection. This mater- 
ial was transcribed and computerized. Supplemental 
information on mortality was obtained by examining 
a sample of 90 grave markers in Bimini’s seven ceme- 

The mortality study, based upon a statistical 
analysis of 337 deaths on Bimini since 1886, included 


teries. 


the calculation of historical and recent trends in aver- 
age life expectancy, infant mortality, crude death rate 
and life table configurations 

An investigation of traditional 
was conducted on Bimini 


(“folk”) 
Data were collected from 


wo lifetime island residents: (1) an expert on the heal- 


medicine 


ing properties and proper medicinal usage of the 


plant resources of the island, and (2) a healing special- 


ist. Detailed information for 25 
] 


has been recorded 


medicinal plants commonly utilized on the island 


common name, botanical classification, physical 
characteristics, medicinal uses and principal chemical 
two informants were also inter- 


components. These 


viewed with regard to their general medical pro- 


cedures and paraphernalia. 
RESULTS 
The present findings are described under the fol- 


fertility. mortality and epidemi- 
Viewed in historical perspective, these three 


lowing headings 
ology 
parameters serve as important indicators of the evolv- 
ing biological and health status of the Bimini popula- 
tion 

(CBR 


birth rate 


births per 1000 population per 
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Fertility 

Partially responsible for the recent stabilization and 
decline in population size on Bimini (see Table 1) 
is a reduction in natality. Crude birth rate has fallen 
from 23.6 in 1964-1968 to 20.512 at present. As Table 2 
demonstrates, the current rate is close to the lowest 
figure ever recorded in the Caribbean—20.5 for Bar- 
bados [34]. Bimini is atypical of the Bahamas with 
regard to population growth. The Bahamas doubled 
in size between 1953 and 1970 [35, p. 20], and the 
Bahamian nation is characterized by the highest rate 
of annual growth in the entire Caribbean area [36]. 
The number of inhabitants of the Bahamas is 
expected to double every 16 years compared to 33 
years for the Caribbean as a whole [36]. CBR is 31.5 
worldwide [37] and 15.0 in the United States [38, 
p. 80]. 

Table 3 documents the fertility and reproductive 
wastage of a sample of 289 Bimini women, 92°, of 
whom were (or had been) legally married. The data 
suggest that Bimini females have prodigious repro- 
ductive capabilities. Despite appreciable losses due to 
prenatal mortality, completed fertility is still substan- 
tial. The 5.96 live births per Bimini woman over age 
40 surpass the 4.86 recently recorded for 11,582 Baha- 
mian women over 40 [39, p. 224] and also exceed 
the corresponding figures for similarly aged females 
n some other Caribbean locations—4.93 in Barbados 
[40], 5.30 in Jamaica [41] and 5.05 in Martinique 
[42, p. 147]. The data attest that contraceptive use 
has accelerated sharply on Bimini since first intro- 
duced in 1971. 

Further evidence for changing reproductive behav- 
ior is found in Table 4. First menstruation occurs 
earlier in more recent times on Bimini, and the same 
trend has generally been observed worldwide [43, 44]. 
In the overall sample of 318 females age 11-65, a 
at menarche is comparatively late, as seen in Table S. 


‘According to Table 4, average age at marriage of 
t 


women has diminished slightly, but the interval 
between marriage and initial childbirth is longer in 
the younger mothers. Surprisingly, differences in child 
spacing imply a slower reproductive rate in the older 
mothers, although sample size is relatively small for 
this particular variable. Average age at final childbirth 
is similar to the 36.5 years discovered among Martin- 
ique women over age 40 by Leridon [45]. 
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United Nations (1976: 80) 

Ebanks et al. (1975) 
United Nations (1975: 
Commonwealth of the Bahamas (1974: 48) 
United Nations (1976: 80) 

United Nations (1975: 245) 

Ehrlich and Ehrlich (1972: 453) 

Wilson and. Buettner-Janusch (1961) 
Berggren et al. (1974) 

Sinclair (1974) 

Viel (1976: 220) 


Bibliography 
Reference 


~ 


aoa 


245) 


» ON 


WwW Ww Ww W LW 


oo 


Patterns of health care on a small Bahamian island 


Table 3. Reproductive achievement and reproductive wastage in a sample of married 
. or consensually cohabiting women on Bimini 


Sample number 
Mean No. liveborn 
Median 
Standard deviation 
Variance 
Childless 
Reporting spontaneous 
abortion or miscarriage 
Reporting more than one 
spontaneous abortion o1 
miscarriage 
Reporting stillbirths 
Reporting dead (but 
liveborn) children 
Reporting 
dead (but 
children 


Using cont 


The age-sex composition of Bimini clearly 
the fertility reduction currently affecting the com- 
munity. With its broad-based, pyramid-shaped con- 
figuration, the age structure of the Bahamas at large 
(depicted in Fig. 3) resembles that of other swiftly 
expanding populations [46-48. p. 119]. Bimini, how- 
ever, has a remarkably deflated proportion of children 
aged 0-4 compared to the rest of the Bahamas where 
this cohort is actually the largest (F 
to census data, this development 
recent—in 1963 children 0-4 compr 
total Bimini population [49, p. 10], while at sent Like fertility, mortality is unde1 s modifications 
they represent only 12.2°,. Bimini is an older popula- yn. Bimini. Crude death rates for two time periods 
tion than the Bahamas as a whole in two important are shown and compared with other Cari bean popu- 


respects—median age is 19.8 years. and 40.3°, of the lations in Table ¢ ile it appears from the census 


Table 4. Major 


Mean age at menarche* 
Standard de 
Mean age at first marriage 
Standard deviation 
Mean interval between 
marriage and first 
childbirth (months) 
Standard deviation 
Mean interval between 
live births (years) 
Standard deviation 
Mean age at final 
childbirth 
Standard deviation 
Average length of 
reproductive period 
(years) 


* Sample includes both married and single females age.11—65 
+ Derived by subtracting mean age at menarche from mean age at final childbirth 
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Table 5. Mean age at menarche in Bimini and some other human populations 


Mean age at 


Sample 
No. 


Population (years) 


14.05 
12.60 


69 


Bimini, Bahamas 
Santiago, Chile 
Singapore 
Veneto, Italy 
California, U.S 
Massachusetts, U.S 
Ohio, U.S 
Montreal, Canada 
Stockholm, Sweden 
Colorado. | S. 
Wroclaw | 
Oslo. Norway 

( eylon 

Nigeria 

Cape 
South 


Tezonteopan 


th 
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Province, S. Africa 
Africa (Bantu) 
Mexico 


risen, our data indicate that deaths 


were apparently under-reported in the 


CDR has 


1979 
| Z 


that 
for 1965 
census. The analysis of church records and grave 
markers revealed an average’ of 12 deaths per yea 
of Bimini residents between 1965 and i972 for a CDR 
of 8.0. Thus, CDR actually decreased to 6.5 during 
the period 1973-1976 (about 10 deaths per year), a 
rate slightly higher than the Bahamas overall but 
generally low when measured against other Carib- 
bean islands. CDR has declined steadily in the 
Bahamas from 7.4 in 1965, to 6.5 in 1970, to 6.0 at 
[35, p. 20; 36]. CDR is 12.8 worldwide [37]. 
7 and 8 chart historical changes in longevity 
Average age at death on the 
1950, and the 
significant 


present 
Tables 
and life 
has become extenuated 
temporal differences statistically 
according to chi-square and “F” (analysis of variance) 
tests [50]. Contributing to the increasingly delayed 
ages at death has been the diminution of infant and 
childhood mortality, both of which are still greater 
than for the Bahamas nationally. Approximately 30°, 
of the deaths studied were individuals over 60 years 


expectancy. 
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of age, and this appreciable level has remained stable 
through time. Deaths in the “middle ages” (30-60) 
have increased in proportion over the past 25 years. 
The elevation of life expectancy is thus primarily due 
to the abatement of infant and childhood mortality 
moreso than increased longevity per se. The ongoing 
arrest of early mortality has historically typified the 
majority of the human species [51—53, pp. 79-84]. 

Causes of 110 deaths on Bimini since 1921 are com- 
piled in Table 9. Degenerative disorders emerge as 
common causes of fatality, while death from infec- 
tious diseases are relatively less frequent. The two 
leading causes of death on Bimini—cardiovascular 
disease and cancer identical to those in the 
United States, although together they constitute one- 
third of all sampled Bimini deaths compared to about 
55% of all deaths in the U.S. [53, p. 122; 54]. The 
category “cardiovascular disease” includes hyperten- 
sion, heart attack and stroke. Causes of death for the 
Bahamas for 1970-1972 tabulated in Table 10. 
[he primacy of heart disease, vascular disorders (es- 
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pecially hypertensive disease) and cancer is similar to 
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the picture seen on Bimini. Pneumonia is a more fre- requency. Hemoglobinopathies were detected in 100 
quent cause of death nationwide, while accidents and yf 492 tested individuals (20.3%), including 68 with 
digestive diseases (gastroenteritis, dysentery and non- genotype AS, 13 with AC, 2 with SC, and 17 possess- 
specific diarrhea) are more commonly lethal on _ ing other variants. The incidence of these variations 
Bimini. The substantial rate of death from cirrhosis is unusually high when compared to other popula- 
of the liver is identical in Bimini and the Bahamas _ tions [55, 56]. Fifty-eight Pap smears all proved nega- 
as a whole. tive for the presence of cancer cells. Surprisingly, both 
eg) 1 iodine levels and some hypothyroidism were 
Epidemiology liscovered in a random sample study of thyroid ac- 

A vast array of ecological forces are shaping t 
biology and morbidity of the Bimini population. 7 
present results make it possible to assess and evaluate nation through the incidental exposure of many per- 
several public health problems and related conditions. sons to DDT, DDE and Dieldrin. The contamination 

Active diseases or abnormalities, ranging from ane- levels were significantly higher than in age- and race- 
mia (hemoglobin less than 10g%) to hernia, were matched controls in South Florida. Small amounts 
diagnosed in over one-fourth of the individuals exam- of the residues were found in native foods and drink- 
ined at the Health Fairs. Hypertension, defined as ing waters, but the heaviest concentrations were 
systolic BP > 145mm Hg and/or diastolic BP > 90mm ated in house dust and interior soils, stemming 
Hg, was detected in 32% of tested adults. Over 9 largely from the previous domestic use of pesticide 
of a sample of 533 subjects manifested visual defects sprays. The accumulated residues have so far pro- 
of varying degrees. A number of the EKGs exhibited no adverse effects upon the health of the 
irregularities, and diabetes was encountered in low _ islanders 
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Table 6. Crude death rate (CDR deaths per 1000 population 
island popul tion 
Crude death Bibliography 
de cmerauns rate Reference No 


Bimini, Bahamas, 1965 5.8 Commonwealth of the Bahama 
Bimini, Bahamas, 1965-1972 8.0 This study 

Bimini, Bahamas, 1973-1976 5 This study 

Bahama Islands Commonwealth of the Bahamas (1974 
All Caribbean islands Population Reference Bureau (1976) 
Puerto Rico Ehrlich and Ehrlich (1972: 453) 
Trinidad and Tobago Commonwealth of the Bahamas (1974 
Martinique Population Reference Bureau (1976) 
Barbados Commonwealth of the Bahamas (1974 
Cuba Ehrlich and Ehrlich (1972: 453) 
Jamaica Sinclair (1974) 

Providencia Island Wilson and Buettner-Janusch (1961) 
Dominican Republic Viel (1976: 220) 

Haiti Population Reference Bureau (1976) 
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Table 7. Mortality on Bimini by date of death 1886-1977. Chi-square value of 125.9 with 99 d.o.f. indicate time differences 
are statistically significant at 0.03 level 

Sample Mean age Standard Median age °., Infant °., dead by 

No at death deviation mortality* age 15 


to 1950 


1950 


int mortality refers to deaths in the first year of life 


Information collected in the door-to-door health Imported synthetic drugs and medications taken on 
survey is contained in Tables 11-13. All sampled a regular basis are outlined in Table 12. A highly sig- 
adults responded in an open-ended fashion to the nificant (P< 0.01) positive correlation may be 
questions: “What diseases or illnesses do you have observed between age and usage. Daily multiple vita- 


at the present time?” and “What drugs or medications min intake was high regardless of age or sex. The 
| 


} 
f 
do you use?” Parents served as spokespersons for _ statistics in Table | 


are in close agreement with 

younger children. Most answers were phrased in’ those expected from the prescriptions filed in the 
“Western” medical terminology. The few nonspecific — clinic records 

responses (e.g. “pain in the arms”) were not included. The clinic medications have gradually begun to 

The results are generally consistent with the clinical supplement the 25 medicinal plants which have long 

findings. Diseases or ilinesses were reported by 2 been exploited on the island [28]. The plants are 

1201 individuals. The informants indicated tl thought to possess a variety of reported healing and 

1 pressure, gastro-intestinal disease curative powers. They have been used for the treat- 

their major health problems ment of an assortment of health problems—skin irri- 

' mainly in the older age group tations, pain of various types, respiratory illnesses (in- 


] 


asthma and T.B.), diabetes, fatigue, loss of 


rmal hemoglo- ippetite, common colds and “flu”, high blood pres- 
under- ure and other circulatory problems, gastro-intestinal 


disturbances (plants used as cathartics, antidiarrheals, 


1886 
| 


combined 


as (1969: 44) 


Rimini 
bimini 


Leading causes of 3058 deaths in the Bahama 
9. Causes of mortality for a of 1] leaths lan tween 1970 and 1972. Source: Commonwealth 
on Bimini between 1921 and | of the Bahamas (1974: 44-45) 


Cause of death 


Cardiova lar disease 17.3 1. Heart disease 

Cancel | 2. Cerebrovascular disease 
Accident or violen 5 3. Pneumonia 

Senility | +. Cancer 

Diseases of early infancy I 5. Ill-defined or unknown 
Gastro-intestinal disease 3 Accidental death 
Respiratory diseases 5:3 7. Cirrhosis of the liver 
Infectious diseases 8. Hypertensive disease 
Cirrhosis of the liver 35 . Gastro-intestinal disease 
All others All others 
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Table 11. 


Diseases and disorders by age and sex as reported by a sample of Bimini residents 


Males 


Over 45 


(N 


88.0 
0.4 
0.9 
43 
3.0 
OY 
0.0 
0.4 
0.0 


None 

High blood pressure 
Heart disease 
Respiratory disease 
Gastro-intestinal disease 
Sickle-cell disease 
Diabetes 

“Nervous” disease 
Arthritis 

All others 


laxatives, etc.), arthritis, kidney problems, rheuma- 
tism, hepatitis, nervous disease, fever and sleepless- 
ness. Ten of the 22 ingested plants are consumed 
regularly as tonics or other preparations designed to 
strengthen mental and physical energy, slow the age- 
ing process, sharpen cognitive and sensory alertness 


and increase resistance to disease. Several of the herbs 
are taken “stimulants” and “tranquilizers” for 
mood elevation, improvement of sexual appetite and 
control of nervousness. Approximately 85° the 
adult population use “bush medicines” on a regular 
basis. We were informed that children typically take 
the medicines when ill or encouraged by parents. 
Native health professionals and surveyed informants 
claimed a high cure rate (up to 100°.) from these 
plant medicinals [28]. The brewing of teas and 


as 


ol 


potions from the bark, leaves, flowers and fruit of 


plants is a phenomenon seen elsewhere in the Carib- 
bean [57-61]. 

As has been reported in other health surveys in 
the Caribbean, regular alcohol consumption is wide- 
spread among adults. For many years alcoholic 


beverages have comprised an important element of 


Bimini’s tourism-based economy, and chronic alcohol- 
ism has contributed to some detrimental biological 
conditions, the high rate of death from liver cirrhosis 
being one prime example 

The “traditional” and “new” medical systems on 
Bimini have effectively interacted in both approach 
and method. Two types of professional practitioners 
have traditionally been involved in the delivery of 
native medical care—the herbalist and the healing 


Table 12 


None 

Vitamins 
Anti-hypertensives 
Antibiotics 

Pain relievers 
Asthma medication 
Tranquilizers 
Insulin 

All others 


Medications taken on a regular basis by age < 


nt 


NNW Dp 


Females 
Under 15 15-45 Over 45 
= 251 (N= 


Total 
572) (N 


89) (N = 


specialist. The two generally work independently 
occasionally in tandem (frequently overlapping 
each other’s realm). A similar situati 


native medical system of Nicaragua [6 


. | 
medical procedures are relatively devoid of elabora 
ritual ceremony, this 

characterize Caribbean medicine 
express a rather 
which are best handled by clinic exams 
“Western” 


diseases more treatable by 


? ree 1 ‘ | 
OI even thougn to 
islanders 


| The 


[ 
clear distinction between diseases 


and modern 


medicines and, on the other hand, those 
traditional medical 
medicines”. In 
applicable—d 


disorders, kidney d 


ee 
Drac- 


tices and “bush several cases where 


iabetes, hig 


both approaches are 


1IsSease, 


pressure, arthritis, digestive 


>t 


ec 


island residents believe that they realize 
results by combining the expertise and re 
[28 


SO 
]. Dewalt [63] has described much the same 


sattern for a rural Mexican community. Communica- 
eres has been faci- 


r.V the 


tan | ~ 
itent and p 


T 
t 
tion across the different medical sph 
| 


WO 


itated by the influence of radi 


recent proliferation of “Western” rescrip- 
; 
medications 


r.\ 


of another 


effects of radio 


a Flamme’s [64] 


tion 
illustra 
Bahamian 


examples of the sm 


and are well 


study “out-island”. Numerous 


cutis, Awitiniednmddieae \f 7 
ootn intermeshing oO! 1 


material paraph 
| specialists. Botanical 
Ver K 


sche lta 
consuited 


observed in the rapher- 


nalia of the indigenous medica 
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services may be 


g Vanual 


texts and popular medical guides (e 
Medical Enc | 
medicines 


time 


) ee 
ij enguin 


ent 


and 
idminis- 

aaminis 
more 


tered same 


relievers and broad-spectrum antibiotics (e.g 


aspirin, potent pain 


penicil- 


1 sex aS reported Dy a 


162 RoBeRT A. HALBERSTEIN and JOHN E. DAVIES 


lin and tetracycline) are provided with care and dis- 
crimination by the nurse in the clinic. According to 
Mischel [57] traditional healers in modern Trinidad 
and Grenada use the Home Physicians Guide to im- 
prove the accuracy of their diagnostic acumen. Appel 
[62] recorded the dispensing of sulfa tablets and anti- 
biotic capsules by native healers experiencing cultural 
transition in Nicaragua. 

Securing potable drinking water has historically 
been a challenging public health problem on Bimini. 
Excessive salinity of the waters surrounding the island 
has been described by Scoffin [65] and Turekian [66]. 
In 1963 58°% of households utilized wells and rain 
cisterns as their major supplies [49, Table 46]. During 
the late 1960s a desalinization plant was installed on 
the island by the Bahamian government, but for 
mechanical reasons it has not been totally effective 
in its purification operations. In the early 1970s one 
local hotel began to distribute imported and pro- 
cessed drinking water for small fees to the islanders 
from its private purification system and storage tanks 
formerly reserved for tourists. In 1975 the Bahamian 
government subsidized this project, thus providing 
relatively potable water to island residents without 
cost. Sources of drinking water in the present popula- 
tion are listed in Table 13. It may be seen that the 
hotel reservoir is rapidly replacing rain and well 
water. Samples of water from catchment tanks were 
tested and at times serious contamination 
covered. From time to time water from the processing 
plant is characterized by high salinity. The household 
census also investigated water sources for cooking 
The majority (121) of the 257 sampled 
reported the 


was dis- 


and cleaning. 
homes used primarily well water, 57 
government waterworks, 41 used the aforementioned 
hotel reservoir and 36 households relied upon rain- 
water tor 
variance test indicated no statistically significant cor- 
relation between drinking water and 
reported, probably because of the recency of the con- 
tinuing shift in water supplies. A new drinking water 


diseases 


system has recently been developed. It is based on 
chlorinated well water from South Bimini and distri- 
buted to both islands 

Diet and nutrition are related to economic behav- 
iors. Subsistence agriculture is impeded by the loose, 

indy soil, although some hardy plants are cultivated 
n small plots by a few individuals—tomatoes, sweet 
potatoes, watermelon, papaya and yams. Fish and sea 
products have historically dominated the diet. Practi- 
cally everyone eats some seafood each day. Despite 
high tariffs, packaged foods are regularly imported 
from Nassau and America. This has led to a steady 
increase in the intake of meat (and fats), sugar, bread, 
dairy products, eggs, artificial preservatives and other 


Table 13. Sources of regular drinking water for a sample 
of 1162 Bimini residents 


Drinking water 


Hotel reservoir 
Well water 
Waterworks plant 
Rain water (cistern) 
Bottled water 


these domestic purposes. An analysis of 


items constituting “Western” diets. Both modern (e.g. 
protein pills) and native (e.g. bee pollen) “health 
foods” are eaten. 

Census and survey data suggest that domestic sani- 
tation is slowly improving on Bimini. In 1963 41% 
of the dwellings had flush toilets [49, Table 47] and 
presently the figure is 48.6%. In 1963 the walls of 
64% of the homes were constructed of wood and 25% 
were concrete CBS [49, Table 49]; the corresponding 
proportions at present are 56°, wood and 31.9% CBS. 
An increasing number of dwellings are made of 
stucco. Haphazard trash collection and refuse ac- 
cumulation have been and remain important public 
health problems on the island. 


DISCUSSION 


The biodemography of Bimini, Bahamas, is cur- 
rently in the process of dynamic transformation. The 
changing anthropological and epidemiological fea- 
tures of this small population represent a significant 
developmental episode in the brief but complex his- 
tory of this unique island community. The ongoing 
evolution of the population is witnessed in various 
trends in fertility, mortality and morbidity. Many of 
the modifications may be traced to the wide-ranging 
and positive impact of “modern” health care delivery. 
The prosperous and islanders have 
adjusted well to modernization. 

Bimini is one of the few populations in the world 
that is shrinking in size. Data on completed fertility 
demonstrate, however, that Bimini females are highly 
fecund and fertile. The earlier menarche, younger age 
at marriage and shorter birth intervals of mothers 


resourceful 


in more recent times should theoretically promote 
even greater achieved reproduction. Nevertheless, 
natality has fallen since 1969, the population pyramid 
has developed a comparatively deflated 04 age 
cohort and population growth has stabilized. The evi- 
dence points directly to the increased availability and 
use of the contraceptives distributed L971, 
Enhanced fertility regulation through birth control 
has been documented for some other Caribbean 
populations [67-69]. Barbados is a particularly in- 
structive example [70-72]. These findings are es- 
pecially critical considering the fact that population 
pressure poses a serious threat for the future of the 
Caribbean area [73, 74]. 

Declining mortality and extended longevity over 
the past several years may be partly attributable to 
advancing technology and progress in medical care. 
Prenatal and childhood death rates have historically 
been sizable on Bimini but are presently diminishing. 
Excessive mortality in the early ages often accom- 
panies high fertility in various societies and is con- 
sidered another important mechanism of population 
control [75-78]. The same pattern was discovered by 
Halberstein [79] in a Mexican population which has 
never possessed “modern” medicine. If the present 
trend of fertility reduction persists, further decreases 
in mortality might thus be expected on the island. 
Causes of death reflect the influence of “Western” cul- 
ture contact, especially in the forms of diet, medicine 
and alcohol. 

Clinical and questionnaire materials provide a pic- 
ture of a relatively healthy population with some well- 


since 
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defined epidemiological problems requiring ad- 
ditional attention. The inhabitants manifest a perva- 
sive concern about illness and well-being and, with 
the exception of hemoglobinopathies, they are acutely 
aware of personal and public health conditions. The 
consumption of unpurified water has unquestionably 
been a major factor in the gastrointestinal disease 
etiology. The situation is likely to improve, however, 
with the shift in drinking water sources. Arthritis 
prevalence is associated with the changing age struc- 
ture of the island. Arthritis complaints will likely in- 
crease in frequency if the population continues to age 
Degenerative disorders and genetically-based diseases 
warrant future monitoring. The vast discrepancy 
between actual and reported prevalence of hemoglo- 
binopathies prompts the urgent recommendation of 
an island-wide education program. Island populations 
and others which are isolated to some degree are 
noted for high incidence of inherited diseases and low 
prevalence of infections, due primarily to inbreeding 
and small population size [80-85]. Genetically inher- 
ited diseases and gastrointestinal disorders have beet 


prevalent in the Bahamas at least since the turn of 
the century [158]. Bimini is a relatively inbred popu- 
lation—70.8° of current residents were born on the 
island and 49.2°% 
unions of two Bimini-born 


mate selection and migration to and from the island 


of the present married couples are 
partners. Nevertheless 
have progressively broadened in geographic scope 
since 1848 [50]. This trend has already 
population’s evolution and changing health profile 


affected the 


and it will probably continue to do.so in the future 
The important medications in 
health maintenance is 
data. The regular use of vitamins, “bush 
sulted in 


role of drugs and 
underscored by the present 
medicines”, 
and modern prescription drugs has re posi- 
tive consequences for the health status of the island 
Success and “folk” have 
been described for other 
[86-90]. The interconnected problems of 
and liver further 
Bimini. 

The epidemiology of hypertension on 
multifaceted. Ample research has shown that hyper- 
tension is a prevalent disease in “Black” populations 
in Africa, America and the Caribbean [91-101]. High 
blood pressure has been reported in the Bahamas by 


effectiveness of medicines 


numerous populations 
alcoholism 
surveillance on 


cirrhosis deserve 


Bimini 1s 


a number of workers [102-105]. Its estimated occur- 
rence in 30-35% of Black adults [106] is supported 
by the present finding of 32%. Moser et al. [105] 
found hypertension in 25-30% of adults in. two loca- 
tions in the Bahamas. 

In addition to genetics, nutrition is involved in high 
blood pressure, especially with respect to fat and salt 
ingestion [107-111]. Gleibermann [107, p. 153] 
makes the following statement: “The statistical tech- 
niques of regression and rank-order correlation have 
yielded results suggesting a direct linear relationship 
between salt intake and blood pressure across popula- 
tion lines”. On Bimini and throughout the Bahamas 
sodium intake has historically been enormous 
because of the seafood-dominated diet and super- 
fluous salinity of drinking water [102,105,112]. Salt 
is also used to preserve fish and other meats. The 
same is true in Japan and Taiwan where hypertension 
is also a problem [107,113]. In the Caribbean area 


high blood pressure is more prevalent in the relatively 
remote, “rural” islands than in the predominantly 
urbanized populations [102, 107,114]. Bimini faces a 
potential danger in the future because a probable link 
has been established between the use of contraceptive 
pills and elevated blood pressure [115-117]. 
Although hypertension is generally recognized as 
a hazardous risk factor in the development of serious 
heart ailments, coronary heart disease (CHD) was not 
commonly encountered among the Bimini people in 
the clinical study. The Bahamas, in fact, represent one 
of the few populations in the world where high leyels 
of hypertension are not accompanied by increased in- 
cidence of CHD [104]. It was discovered by Lunn 
et al. [104] that linoleic acid, a polyunsaturated fatty 
acid, normally exists in substantial content in the adi- 
pose tissue of Bahamian adults compared to other 
populations of the world. Linoleic acid (C,,H3,0,). 
a colorless to straw-colored liquid, is not synthesized 
by the body and finds its way into adipose from in- 


sources only [| 119} [ to accumulate 


“a 

iC1d, 

uences the 

> } ] yt toy ty} ' { har f 2B ] 
tabolism and deposition of other fats [121] 


Lidl 


investigations indicate that linoleic acid in- 


1e build-up and reduce choles- 
terol, triglycerides and other lipids in the blood and 


“Aj -roroece 
According to Vergroesen 


vascular system | 122-12 
197 4 1 1 1 1 
p. 4] physiological reactions to linoleic acid in- 


inciude 


assett ; iz 


In a penetr 


Ups 


icid intake was greater in the lower CHD risk gri 


in Hawaii. The nount 
of linoleic acid in the body is inversely related to 
CHD risk in Hawaiians due primarily to its serum 


hale or Iny ory y aff 1 i " 
cholesterol lowering eff is described 


’ relationship 


in that paper as existing 
\ 


with the body with regard t fat Dulld-up 


| 1] } lin 10a Mm 
al. | 1US } Sus unoieic acid May 
weakens the potency 


n CHD in the Bahamas: 


of unsatura 
ering effec 
sion aS 


p 450] 


Vegetable foods rich in linoleic acid, such as lin- 
seed, soybeans and certain not 
notable components of the Bahamian diet. Fish meat 
has moderate to large amounis of linoleic acid and 
relatively little cholesterol content [130, p. 1059; 131, 
p. 662]. By consulting the phytochemical and chemo- 
taxonomic works of Gibbs [132], Mabry [133] and 
Swain [134], it was also revealed that linoleic acid 
is a principal constituent of eight of the 22 medicinal 
plants consumed by the islanders for various health 
reasons. Most are taken on a regular basis as tonics 
or remedies for such day-to-day maladies as colds, 
“flu”, digestive distress, congestion, pain and high 


legumes [129], are 
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blood pressure. These plants thus probably comprise 
another major source of the adipose linoleic acid that 
appears to be mediating adaptively between hyperten- 
sion and coronary heart disease on the island. 


CONCLUSION 


Through the administration of a demographic 
questionnaire and the examination of church records, 


census materials, clinical data and vital statistics 
registers, the present study explores the changing pat- 
small Bahamian 
and mortality in 


terns of health and disease on a 
island. Modifications in fertility 
recent years indicate the population is experiencing 
a rapid acceleration in the velocity of its demographic 
and biological evolution. Profound transformations 
are also observed in epidemiological and ecological 
circumstances. Changes in drinking water supplies 
and medications are particularly striking examples 
The dynamic unfolding of biodemographic events 
on the island has been extensively influenced by the 
organized primary health care dell- 
beneficial ramifications 


introduction of 
very in 1970. A 
have already materialized, such as increased fertility 
(and growth | stabilization) 


number of 
regulation population 
through the use of contraceptives and 
reductions due partly to improved health care. The 
and adaptive adjustment of the population 
to “modernization” has been facilitated to a great 
extent by the intricate collaboration of “traditional” 


mortality 


positive 


and “modern” medical systems and practitioners 

The epidemiology of three major health problems 
hypertension, hemoglobinopathies 
is markedly affected by 


in the population 
and high infant mortality 
a variety of inter-related biosocial and ecological con- 
ditions 
which may be detrimental to the islanders in the long 


4 particularly noteworthy inter-relationship 


run is that between “modern” contraceptive tablets 
and hypertension. The apparent contribution of “bush 
medicine” to the lowered risk for coronary heart dis- 
ease is another area of concern in the face of con- 
tinued acculturation and adoption of “Western” foods 
and medicines. In all likelihood this advantage would 
be lost if traditional patterns of maintaining health 
were discontinued. Our grasp of such areas of poten- 
tial risks and unforeseen problems associated with 
health delivery and modernization in various 
populations hinges upon further interdisciplinary and 


Care 


transcultural research. 
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The Zaramo are an ethnic group in and around Dar-es-Salaam in Tanzania whose life-pat- 
affected by constant intercommunication between the city and the surrounding rural 


It has influenced their concepts and practices of illness and healing. Increasing use is made 
Individualized 


Abstract 
terns have bee 


. a - | eilitice , radi a] 
’ modern medical facilities and of traditional 


1 of >dicinemen’s/women’s services 
treatment is replacing communal forms of healing more frequently. 

The healers, waganga, in rural areas diagnose still more often various categories of spirits as the 
causers of illnesses and consequently prescribe communal forms of healing, whilst their city counterparts 
look for causes in terms of horizontal social relationships and resort to individualized treatment. By 
doing this they accord to changes in people’s life-patterns, but also on their part contribute to increased 


sense of mistrust, making lucrative business on their clients’ expense 


As the communal healing practices decrease new forms of 


replace the former communal rituals. It is 
use should be 
in order to make health care 

At present the methods 
social fragmentation, but they could be used 
if the central role that heal 


changing concepts of illt 


The Zaramo ethnic grour Tanzania, 
living in and around Dar-es-Salaam, have until today 
which require 


neighbourhood 


continued ritual forms of healing 
communal participation of kin and 
groups [1] 
of rural facilities when 
formed by their own family members and waganga 
medicine men 

There is, however, an 
communal aspects of healing and an increasing tend- 


Even permanent town dwellers make use 


illnesses require rituals per- 


observable decrease in 
ency toward more individualized forms of treatment 
This tendency becomes even clearer when tradition: 
ways of healing are analyzed in an urban context [2 

The cure offered by the rural mganga usually calls 
for communal participation in the form of drummers 
ritual leaders, ritual assistants and an encircling con- 
gregation who respond to a mganga’s singing and join 
in dancing around or with the patient. The urban 
mganga’s techniques are more idiosyncratic and his 
treatment limited to the individual client. 

Different forms of healing follow from different in- 
terpretations of causes of diseases. The interpretation 
of causes again changes with the changes in socio- 
economic base of the people concerned. 

The increased acceptance of modern medical ser- 
vices is at least partly an outcome of the urban econo- 
mic pattern of life. Individualized economic interests 
of the urban Zaramo have done away with communal 
sharing of labour or benefits of labour. With this the 
change from communal to more individualized ways 
used for healing also becomes acceptable. 

Western medicine has assumptions based on indivi- 
dualistic concepts of illness and well-being. It no 
doubt has its impact on traditional waganga’s 
approach and methods, who may, to a certain extent, 
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rn medical practitioners. It also in- 
the people who seek healing, reshaping their 
expectations of the process of cure 
But to say this about the sphere affected by Wes- 
tern medicine is also not to explain fully why there 
is a change from communal to more individualistic 
‘healing among the traditional waganga. For 
analysis it is necessary to understand how 
and why the Zaramo society is developing different 
notions of causes of disease and hence appropriate 
methods of cure. The changes in the notions of causes 
again are related with the changes that are taking 
place in the society itself. There is an interdependence 
between the interpretations of causes of disease, ritual 
and other processes used for healing and the socio- 
economic developments in the Zaramo society at 
present 
Traditionally, the Zaramo conceive life in terms of 
wholeness, uzima. U mgima, “are you whole, well”, 
is the greeting, just as any Swahili-speaking coastal 
man or woman asks his fellow being, u mzima, “are 
you whole, well”. This wholeness is interpreted in 
terms of a community, a group of people related to 
each other with ties of kinship, neighbourhood or 
common work, people who are interdependent on 
each other in one way or another. Well-being means 
living in peace with one’s fellow beings and in har- 
mony within oneself, in body and spirit. The concept 
of wholeness reaching beyond one’s physiological 
being affects also the conceptualization of the causes 
of disease. Illness felt in the body is more often than 
not conceived to have been caused by some discord 
in the “social body”, the social group of which one 
is a part. For this reason, modern medicine fails to 
satisfy the Zaramo patient who, after being treated 
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by it, continues to look for a cure dealing particularly 
with the social aspects of his/her state. 

The number of patients brought to hospitals and 
clinics in urban and rural areas is rapidly increasing. 
It cannot, however, in itself be taken as an evidence 
that there is a substantial shift in the way illness is 
conceptualized. There is also an acceleration of visits 
to traditional healers [3]. Both modern and tradi- 
tional practitioners are commonly consulted by the 
same people. The traditional practitioner can be con- 
sulted either before or after hospital treatment, or 
even simultaneously as is evidenced by the many 
cases in which traditional medicines are smuggled to 
hospital patients. 

The rural Zaramo interpret the causes of their ill- 
ness and misfortune largely in terms of disturbed 
social relationships. Conflicts in social relationships 
are expressed horizontally in relation to relatives, 
neighbours or co-workers, or vertically, in relation 
to past generations, which in turn affect the person’s 
relationships to his/her kin. Thus the rural Zaramo 
see the conflicts in terms of spirits while the urban 
man and woman interprets them as malice on the 
part of a neighbour or a co-worker. In a survey for 
which a questionnaire was used with questions related 
to spirit-traditions (Kolelo, Kibamanduka, wegu, etc.) 
the village men and women as well as schoolboys 
demonstrated that they were well acquainted with 
beliefs and practices related with the spirit exorcism 
rites [4]. The size of the rural samples was 30-33 
in each age and sex group. Women demonstrated the 
best knowledge of exorcism practices. Three-quarters 
of the adult women and four-fifths of the schoolgirls 
(total sample 60) gave correct interpretation to a 
question about a spirit representation in a common 
exorcism ritual. Of the adult men all except two, and 
of the schoolboys three-quarters (total sample 60), 
were similarly familiar with the practice. On the other 
hand, questions related to religious beliefs rather than 
therapeutic practice had far less answers. In the city, 
two thirds (103 out of 150) either did not know about 
any significance that the spirits would have to them- 
selves or their clan or did not answer the question. 
Only 23 out of the 150 said they knew something 
about going to Kolelo [5]. There is a significant dif- 
ference in relation to spirits between the rural and 
urban dwellers, whereas the beliefs and fears related 
with sorcery are very real in both places. Another 
evidence for the prevalence of sorcery is the fact that 
one-third of the population moves annually from one 
dwelling place to another within the city. Even the 
expressed reason is often given as a fear of sorcery, 
although most of the time the cause is not manifest. 

A fear of sorcery is directed toward an individual 
whereas the spirit beliefs always relate to a group 
or a community. 

I have shown elsewhere on the basis of the case-list 
of a well-known village diviner that 85° of her cases 
were credited to a social and spiritual cause and only 
15° were diagnosed to have some kind of a natural 
cause, such as trouble during pregnancy (with no mal- 
factor causing them) or difficulties in breast-feeding 
[6]. Over half of the cases were diagnosed to have 
been caused by some spirit intervention and only one- 
quarter were believed to have been caused by living 
members of the victim’s social group through means 


of sorcery. On the other hand in the city of Dar-es- 
Salaam a great majority of cases were diagnosed as 
having been caused by fellow human beings. Of 100 
clients in waganga’s waiting rooms in Dar-es-Salaam 
whose reasons for consulting a mganga were analysed 
by L. Swantz, at least 73 had social causes to explain 
their physical illness or other troubles. Of these only 
10 were diagnosed as having been caused by spirits 
related to ancestors and 63 were interpreted as cases 
of sorcery, involving some malice on the part of some 
members of the client’s social group [7]. In most of 
these cases the accusation was made against a neigh- 
bour. 

The difference between the urban and rural Zaramo 
diagnosed as sorcery or spirit cases indicates a change 
in interpretation of the cause of disease and, conse- 
quently, also a change in prevailing forms of treat- 
ment. However, although the numbers adequately de- 
scribe the quantitative difference between the practice 
of urban and rural waganga, qualitatively they do not 
give an adequate picture. Many urban Zaramo also 
make use of services of the rural waganga. Many of 
the therapeutic spirit rites performed in the rural 
areas, observed by the writer, had been arranged for 
family members living permanently in Dar-es-Salaam. 
There are still those who have earlier in their lives 
been initiated to a spirit cult, often as children as 
part of rites performed for their mothers, or who 
because of a family tradition believe to be susceptible 
to the influence of the spirits and seek diagnosis and 
treatment from rural waganga in the home areas of 
their families. In some cases the client treated in rural 
areas has been told by the diviner in town to have 
the spirit rites related to his/her family performed in 
the home area. More often however, the urban 
mganga looks for causes which he himself is capable 
of treating in town and may suggest spirit rites after 
some other ways have failed. 

Even today, all the members of the rural com- 
munity, and also the majority of Zaramo town 
dwellers, go through ritual circumcision (in the case 
of men) and maturity rites (in the case of women). 
The basic symbolic themes based on colour, shape 
and substance, which derive their main significance 
from bodily functions, are used also in the therapeutic 
spirit rites. The rituals can be performed by the vil- 
lagers and shared communally because the symbols 
used are held in common and also used as a means 
of ethnic and social identification. As long as ritual 
initiation to a social group unites the group with 
meaningful symbol, even therapeutic practices can be 
continued within and by that group. In a mixed urban 
society it is more difficult although not impossible 
for such a social group to exist and to share symbols. 
Some therapeutic rituals are also performed within 
the city in more solid Zaramo-populated areas, just 
as maturity and circumcision rites can be performed 
within the city limits. These occasions gather relatives 
from rural areas to town just as the village at other 
times gathers the town dwellers and they function 
much the same way as the village rituals. But by and 


‘large the urban waganga treat clients individually. 


The prevalence of sorcery in Dar-es-Salaam is con- 
trary to the situation described by Mitchell[8] in 
Salisbury where spirits are commonly placated as a 
means for meaningful action in the case of a misfor- 
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tune. According to Mitchell both the legal practice 
and Christian religious belief prevent people from 
taking a revenging action against a fellow-being when 
tensions occur in a social group. The Zaramo of Dar- 
es-Salaam are 98 per cent Muslim and do not have 
the same inhibitions against a revenging action [9]. 

When the cause of an illness is believed to be 
another person’s ill will, expressed in various forms 
of sorcery in employment of jini-spirits [10], then, 
apart from the herbal cure, the main attention of the 
mganga and client is directed toward securing power- 
ful protection and a means of revenge. This leads to 
increased mistrust between the people concerned, 
either within the kin group or between neighbours 
or co-workers[11]. A hint from A to a neighbour 
B that A has gone to a mganga on account of B 
is a sufficient indication of whom to suspect, if there 
is a case of illness in the family of B. This in return 
requires counter-action on the part of B who feels 
the need to secure protection or move to another 
location or suspicion continues. Because such mis- 
trust prevails, treatment of an illness in a hospital 
or dispensary does not suffice; it is felt necessary to 
visit a mganga also. 

Thus partly the mganga adapts to the socio-econo- 
mic conditions of the people, diagnosing and treating 
the problems that develop in terms that are credible 
and possible in urban conditions. But the urban 
mganga is also part of the urban society in which 
the role of community in the life of an individual 
has lost the significance it had in the rural setting. 
The mganga does not have the support of a com- 
munity upon which he/she could call for aid in the 
healing process. In this he is closer to the modern 
practitioner, with whom he also shares a greater 
number of patients seen by him/her one after another. 
This diminishes even the personal attention given to 
one patient which otherwise has been the traditional 
mganga’s strength. 

The forms of treatment appropriate to spirit causes 
require rituals performed by the kin or cult group 
to which the client belongs. They require both partici- 
pation and support, also financial support, of at least 
some of the concerned members of the kin group. 
Thus when the cause of a disease is diagnosed by 
the diviner as belonging to the sphere of spirits, the 
disease of an individual becomes an opportunity to 
reinforce the coherence of the social group in ques- 
tion. 

But an illness can be interpreted to have a spirit 
cause only as long as the client is in a position to 
perform the required rites and there exists a cult 
group which perpetuates and fairly regularly performs 
such rites. The writer has been present on occasions 
when a diviner has prescribed rituals belonging to 
the previous generation which the clients experienced 
to be too remote to try to recount and retrace and 
thus rejected as a plausible explanation of a cause 
and cure. Thus the diviner must keep her/his finger 
on the pulse of the society and be ready to change 
with the changing society, while providing also the 
element of continuity. The urban diviner-mganga, 
medicine-man, sees the physical and financial diffi- 
culty for the clients if there are to be extensive rituals 
and may on that account avoid them both in his/her 
diagnosis and in his/her method of treatment. He/she 


lives in an urban situation which is in itself divisive. 
He/she succumbs to the divisive tendencies of his en- 
vironment and through his interpretation of disease 
and healing practice secures for himself a lucrative 
business. In the action of rural mganga there seems 
to be almost conscious effort to perpetuate certain 
communal forms of life as long as possible. 

The urban mganga not only lacks the community 
he could call upon, he also lacks commonly shared 
symbols which such a sharing community could use 
in ritual healing. In this the rural Zaramo society is 
quite different from the urban society. In the rural 
area a patient very seldom seeks cure alone. He/she 
is accompanied by another member of family or 
several of them. In town lonely figures in waganga’s 
waiting rooms are common. In the earlier kin society 
even a suspected act of sorcery or witchcraft took 
place within the kin group, and so it involved the 
group in the effort of solving the problem as well. 
Thus the divisive element was not so pronounced as 
it is now, especially in the urban setting where the 
solutions are individually sought and found and other 
people have no desire to get involved in problems 
of others for fear that it will affect them also. The 
nature of problems lead to individual conceptualiza- 
tion of their causes. There is a need of protection 
against a competitor at work or at home or su 
in business is sought for. 

However, even the urban mganga uses methods 
which are taken from the same general symbolic 
framework as the rural mganga. There is a movement 
from a particularized use of ethnic symbols to a more 
universal one. The similarity of symbolic concepts in 
various ethnic groups makes their generalized use ac- 
ceptable to people from various ethnic backgrounds. 
Methods based on such concepts find resonance in 
the psychic experience of the people. Differences are 
even necessary to add to the credibility of the method 
since the attack of illness is readily believed to have 
been caused by people from different cultural back- 
ground. On the coast, universalizing symbolic ele- 
ments are most often taken from the Islamic context 
and they are thus within another familiar framework 
of reference to the coastal dwellers. The Koran is one 
such symbol, the reading of which most often is 
meaningless as far as the content is concerned. Even 
colour symbolism is changing its frame of reference, 
judging from the village men’s answers, “In tradi- 
tional Zaramo practice, kipazi, colours have no sig- 
nificance”. This means that the respondents related 
colour symbolism to Muslim rituals. 

More than anyone, the mganga has greater resi- 
lience to conceive the special needs of the people. A 
Muslin mganga acts with individual freedom, using 
a variety of sources, yet upholding the credence that 
he moves within the Islamic framework. Thus it is 
possible for him/her to back his/her individualized 
treatment with reference to a larger religious group. 
Such a group could, potentially, become a supporting 
community, but in practice it does not do so. If an 
Islamic religious leader acts in a function of a mganga 
he does not relate the case to the gathering of the 
worshippers, neither privately or to any council of 
elders. He acts in an individual capacity and treats 
the client individually. He divorces his role as a 
mganga from his religious activities. One reason for 
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this is that his methods would most likely not be 
acceptable by the more orthodox Muslim devotees. 

It remains to analyze the economic aspects of the 
interrelationship between the rural and urban Zar- 
amo in matters of health. In many parts of Tanzania 
family members who have been educated become 
wealthy or have otherwise been successful and have 
reinvested considerable sums of money in their home 
areas by building for themselves good standard rural 
homes (for example, in the Moshi and Pare districts). 

In the coastal region there has been comparatively 
little such building activity. The flow of surplus has 
often rather been from the rural areas to town. Even 
villagers have built houses in the Dar-es-Salaam area 
with the intention of gaining income from rents and 
providing housing for their children. 

The prestige of a coastal Zaramo has largely 
depended on his capacity to provide big feasts on 
various ritual occasions related with life-cycle or ther- 
apy. These have usually been performed within the 
ethnic framework of symbols, although Islamic rites 
are more and more often added to the traditional 
ones. For example, maulidi* is read in the context 
of the girls’ or boys’ coming-out rituals, and the 
funeral rites are largely Islamic in content. Thus a 
Zaramo man has often gained his position of prestige 
through rituals which have been open to the sur- 
rounding community. With the restructuring of the 
rural areas through an intensive village development 
programme the surplus generated in rural areas from 
cash sales of permanent crops will need to be rein- 
vested more and more in building permanent dwell- 
ings. There will be much more emphasis on material 
improvements which with no external pressure had 
earlier taken second place, and this will affect the 
mganga’s practice. 

At present the decrease of performed spirit rites 
was defended by some villagers as temporary with 
a statement, “The spirits will allow us to build first, 
they know our troubles”. With changes in settlement 
patterns new neighbourhood relations are created and 
consequently, in new structural situations also, the 
former patterns of conflict change. 

Ritual practices have always required some finan- 
cial means. For this reason kin groups with some 
wealthy members have been able to perpetuate their 
therapeutic rituals better than impoverished ones. 
Within the kin group the poorer members participate 
in the rituals of the richer. Quite often the money 
to support a rural ritual has come from town. 

Whereas the peasants have often been exploited by 
the town dwellers, in the exchange of therapeutic ser- 
vices the rural family members have gained from the 
dependence of town dwellers on their services. They 
make the preparations and act as adepts of the 
waganga assisting in rites, while the town dweller con- 
tributes to the payment of food, drummers and 
waganga. Thus the rural communal ways of healing 
are often dependent on the economic imports from 
the city. Should the urban members of the Zaramo 
society begin to lose their faith in the diagnosis of 
the waganga and feel free to neglect the spirits, this 
would no doubt have an effect on the local rural Zar- 
amo communities as such, because they retain their 


* The story of the birth of the prophet. 
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social coherence largely through the perpetuation of 
communal rituals, both therapeutic and life-cycle 
rituals. At present it often happens that the working 
husband is not present at the healing rituals of his 
wife, as he by custom should, but he still gives the 
necessary financial support. 

On the one hand, the communal therapeutic rituals 
continue as long as the performing group shares the 
same symbols and conceives the causes of illness in 
terms of relationships to past generations. On the 
other hand, the symbols can be retained and the in- 
fluence of past generations can be seen as the cause 
of an illness and misfortune as long as the social 
group whose symbols and ancestors are in question 
remains intact and its activities are financially sup- 
ported. With the changes taking place in the village 
structure the situation may lead to similar develop- 
ments that have been witnessed in urban centers 
where the community loses its significant role in heal- 
ing and an individual faces his illness in individual 
terms. 

Both modern and traditional medical practitioners 
in changing Tanzania can be asked whether they have 
considered the long tradition of the important role 
that the community has played in healing. 

As long as the social group of which an individual 
is a part is intact and is willing to share the obliga- 
tions which are laid upon it on behalf of any of its 
members, the cause of illness can potentially be inter- 
preted in social terms and the cure referred to the 
group. When the past generations are used as the 
reference group it makes the healing event communal, 
because the ancestors are generally believed to be able 
to affect all kin members. The participating kin group 
then becomes the healing community. 

Where ritual forms of healing are used, there the 
function of ritual is as much to strengthen the com- 
munity as it is to assist in healing the individual. 

It can be assumed that both traditional and 
modern medical personnel need to pay greater atten- 
tion to the care of the community. In the light of 
what has been said it would seem that the medical 
services could play an important role in creation of 
viable new communities by referring to a person’s 
social group in their method of healing. This would, 
most likely, also become a preventive measure, in that 
need for waganga would be reduced. But the basis 
of kin societies has been a shared mode of production. 
The transitional period to new ujamaa is coloured 
by market economy and individual profits. The foun- 
dation of new communality will have to gain an 
economically viable base in order to offer a solid base 
for communal healing. 

It is suggested that when new communal structures 
are being developed in Tanzania it will be significant 
to the development of people whether the new com- 
munities will act as healing communities or not. If 
the social relationships will be such as they now tend 
to be in urban centres, wrought with mutual sus- 
picion, there is little room for communal action. If 
on the other hand small groups—perhaps the existing 


‘ 10-house cells—could be used as reference groups in 


health care, perhaps some troubles could be avoided. 

There is a potential for forming viable communities 
within the developing cooperative forms of produc- 
tion. Communal ownership will decrease competition. 
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One can assume it to be a step toward less sorcery 
accusations and less need of the mganga. But it pre- 
supposes that the interpretations of illness can de- 
velop even in terms of parasites and infections to be 
a responsibility of the community, and that there is 
a supporting community to provide mutual care 
needed in cases of illness. 
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Abstract—Traditional health care has received attention lately in connection with WHO’s “Primary 
Health Care” strategy. This article attempts to outline the significance of traditional medicine for 
the care of African populations. Within each society, differently conceptualised medical systems coexist. 
As Unschuld showed with his theory of professionalization, nowhere does there exist a successful 
and complete integration of different medical systems. In the African context, apart from different 
forms of collaboration, we find subordination of traditional healers and their knowledge under the 
dominating concept of cosmopolitan medicine. 

As Primary Health Care is thought to provide medical services, accessible and acceptable, to the 
local community, the question raised is, why there have been real efforts to improve health services 
for rural populations on a nation-wide scale only in the Seventies, although evidence has existed 
for more than ten years. The hypothesis is put forward, that the economic function of a traditional 
rural sector in the reproduction of the labour force has been menaced by progressive degradation 
of living-standards there, and that the “basic needs” development approach, together with the Primary 
Health Care strategy and the attempts at revaluation of traditional medicine, are aimed at preventing 
a collapse of the traditional rural sector. This would imply, that the emancipatory development 
approach inherent in the original Primary Health Care strategy has been lost 


PRIMARY HEALTH CARE—A NEW STRATEGY gramming” adapted to each country’s specific situ- 
ation. 


As early as 1953, the WHO stressed the necessity for 
strengthening basic health services in developing 
countries. However, practical steps were not taken 
until the beginning of the Seventies. The 28th World 
Health Assembly accepted the corcept of Primary 
Health Care (PHC) as official WHO policy in 1975 of funds in the developing countries’ budgets, which 
[1] and with the “Declaration of Alma Ata” (Sep- seemingly, did not permit the implementation of 


The search for alternative models of health care 
provision, inherent in this concept, led to the con- 
sideration of the contribution of traditional health 
care. This was mainly due to the permanent scarcity 


tember 1978) the member governments of the Inter- health care according to customary standards of 
national Conference on PHC decided on a pro- Western-type medicine. The example of the develop- 
gramme consisting of 22 recomniendations [2]. The ment in the People’s Republic of China—frequently 
PHC strategy forms part of the new strategy of the mentioned by Dr Mahler, Director-General of the 
WHO—known under the pretentious slogan of _WHO—particularly influenced the revaluation of tra- 
“Health for all by the year of 2000” [3]. Its most ditional medicine and led to the consideration of its 
integration into national health services [5]. 
as ; Taking these facts into consideration, we should 
—a rethinking of customary educational standards ..... u . caiiiuie cab otha ace eii BS eae 
: examine the importance of the so-called traditional 
and techniques of health care; isi Taek medicine for the care of the populations in African 
—delegation of tasks to “PHC workers” with only  ountries. 
a short, pragmatic training; ’ 

—decentralization of health care and the enforced 
participation of communities in the decision-making, MEDICAL CARE—A COMPLEX 
as well as in the financing of health care; SOCIOLOGICAL STRUCTURE 

—intensified practical training of all medical per- 
sonnel; 

—expansion and central planning of preventive 
ecological measures, e.g. provision of safe water sup- 
plies [4]; 

—continuous planning within the health care sys- 
tem by the implementation of “Country Health Pro- 


important elements are the following: 


In public discussion, the term “traditional medi- 
cine” has repeatedly been used incorrectly to define 
forms of health care not belonging to. academic medi- 
cine. In the following discussion we will distinguish 
between four different types of medical care, which 
are not always clearly divisible in reality [6]: 


ic medicine: 

* Revised version of a paper given at the “For- : Domestic ie maa 
schungsborse 1978” organized by the Interdisziplinarer mi Folk medicine; ; 
Arbeitskreis fiir Entwicklungslander—-Forschung _(iafef), 3. Traditional medical systems; 


held at Bonn—Bad Godesberg, 14~15 June 1978. . Cosmopolitan medicine. 
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Domestic medicine 

By this term, we mean a form of domestic health 
care, based on general medical knowledge, and prac- 
tised within the family. This includes the area of self- 
treatment with household medicines, and, increas- 
ingly, also with modern medicines. 


Folk medicine [7] 

This denotes an already professionalized function, 
developed from the above by an extension of the 
division of labour in the society [8]. 


Traditional medical systems [9] 

As opposed to folk medicine, this represents struc- 
tured systems of ordering, classifying and explaining 
illnesses, comprising equally elaborated concepts of 
treatment [10]. Some authors differentiate between 
“great” and “little” traditions of medicine [11]. Great 
medical traditions have developed into written 
sciences with a high level of professionalization and 
corresponding standards of education, as well as ethi- 
cal codes. 


Cosmopolitan medicine 


Dunn represents cosmopolitan medicine 
modern, academic medicine, which was derived from 
Western natural sciences worked out during the scien- 
tific and technical development in Europe and North 
America, but which by no means abolished every 
non-scientific theory [12]. In the middle of the 19th 
century, the biological scientific approach in the 
theoretical concept of cosmopolitan medicine was 
established. However, as the frequent treatment with 
placebos shows, until now scientifically-based and 
pre-scientific elements coexist within the area of medi- 


as 


cine. 

During colonization and the era of “exploration of 
the world”, the medical concept dominating in the 
colonial metropoles was introduced to Africa in 
theory, as well as in institutional structures [13]. It 
has to be stressed, that the successful implementation 
of cosmopolitan medicine was only to a small extent 
supported by therapeutical successes—the surgical 
and chemotherapeutical outcomes being still very in- 
significant at the end of the 19th century—especially 
in colonial medicine. Instead, the spread of cosmo- 
politan medicine is a result of [14]: 


1. The interests and constraints of colonial adminis- 
tration—in Africa especially, the need for fighting the 
spread of epidemics [15]; 

2. The close relationship between the missions and 
medicine [16]; and 

3. The acceptance and promulgation of cosmopoli- 
tan medicine by native élites and the ruling classes 
of the respective countries [17]. 


The four types of medical care already mentioned 
coexist in different cultural and social systems and 
have varying influence. The influence of the lowest 
level (domestic medicine) diminishes with the increase 
of the division of labour within society, parallel to 
the increased professionalization within medicine 
[18]. The importance of each type differs, however, 
not only with regard to historical development, but 
also between different cultures, and likewise, within 
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a given society in the different subcultures [19]. This 
means, associating a specified sickness with any of 
these types of medicine depends on subjective percep- 
tion and interpretation of one’s state of health [20]. 

There are some communities which do not know 
diseases in our sense of the word, but only as a con- 
cept of misfortune, which explains individual and col- 
lective sickness, as well as individually and collec- 
tively perceived inconveniances, such as e.g. a failure 
in harvest, hunting or war, as well as a storm. As 
Unschuld says [21] it follows that a medical knowl- 
edge, independently conceptualized as “medicine”—as 
we know it in our western culture—was unnecessary 
and unknown. 

As domestic medicine undergoes successive changes 
with new—chemotherapeutical—medicines at its dis- 
posal, resulting in its techniques being increasingly 
replaced by tablets and injections, folk medicine suc- 
cumbs likewise to external influences. Overwhelming 
successes in modern Western medicine, following the 
introduction of antibiotics and chemotherapeutical 
substances, have increasingly led to competition for 
clients. In developing countries today, we do not find 
pure traditions of folk medicine—except in very iso- 
lated areas. Instead, we assist in the creation of new 
forms of folk medicine, composed of a conglomer- 
ation of traditional knowledge and the techniques of 
cosmopolitan medicine [22] 


TRADITIONAL MEDICINE IN AFRICA 


Even today, between 70 and 90% of the population 
of African rural areas are not yet covered by public 
health services, cosmopolitan They 
therefore resort to traditional methods of satisfying 
medical needs [23]. We can categorise these tra- 
ditional methods as folk medicine. “Great medical 
traditions” of more than just regional importance—as 
defined by Leslie—are non-existant in Black Africa. 

Old travel-books as well as ethnographic descrip- 
tions, demonstrate the wealth of pharmacognostic 
and technical knowledge of pre-colonial African 
medicine [24]. Let me list some examples: wound- 
dressing and even angiorrhaphy among the Massai 
[25], improving the wrong position of a child during 
labour (Hottentots) as well as Caesarian sections 
(Uganda) [26], dental extraction, tonsillektomia, uvu- 
lektomia and lancing of abscesses. Apart from this 
knowledge, care of the sick, nursing and treatment 
of internal diseases by phytotherapy, as well as vac- 
cination and narcosis by extracts of plants, together 
with magical and preventive measures against com- 
municable diseases, formed part of the wisdom of tra- 
ditional African medicine, although there were 
regional discrepancies in its development [27]. As 
Fortes points out, medically trained anthropologists 
at the end of the 19th century, were “as obsessed as 
the lay ethnographers of their time and since, with 
the questions about the native theories of magical 
causality supposed to lie behind some of their modes 
of treating diseases, and the contrast with other forms 
of treatment that were, to all intents, empirically 
sound. ... This reduces the study of health and disease 
to studies of witchcraft, sorcery, magic, and in general 
curative or socially readjustive ritual practices, with 


1.e. medicine 
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herbalist and empirically rational diagnosis, treatment 
and prophylaxis as residual categories” [28]. 

In opposition to anthropological research aims, the 
European medical men’s interest had for a long time 
been restricted to curiosity about African pharmaco- 
poeia, neglecting other aspects of African medicine. 
Hence, in 1976 a WHO Expert Committee was in- 
duced to emphasize, that African traditional medicine 
can only be understood as an entity of “medicine” 
and “pharmacopoeia” [29]. A very important aspect 
of African medicine had been subsumed to the 
“magic” category by whites, lacking understanding: 
this aspect is the reinstallment of the social consensus 
by practising rituals, whenever it had been disturbed 


by an offence against the social norms (violation of 


taboos). Illness, in the African sense of the word, does 


not mean so much an individual event but a disturb- 


ance of social relations [30]. This kind of etiology 
of diseases has nearly been forgotten in Western 
medicine and has only been re-emphasized by the 
research being done into the psychosomatic field. Un- 
derstanding the meaning of illness and the language 
of symptoms has not been easy for scientific medicine, 
since it focused on registration of objectively measur- 
able parameters [31]. African medicine does not pri- 
marily treat diseases, but sick people. One cannot 
therefore understand African medicine by regarding 
its pathogenetical concepts and its nosology, but 
rather from its cosmology, i.e. the hierarchy of forces 
which are thought to belong to every being, whether 
alive or dead [32]. The contribution of African tra- 
ditional medicine to questions in medicine—even to 
those which are not restricted to only the African 
environment—has been especially recognized by psy- 
chiatry [33]. 

In contrast to these positive aspects of African 
medicine, there are negative effects—although they 
have been over-emphasized for a long time. The 
aspect of wholeness within African medicine is only 
a relative one, and its socially integrative effect is per- 
ceptable at best in rural communities—this means. 
in that culture of which it forms a subsystem. Conse- 
quently, it cannot be transferred readily into a differ- 
ent social context as if it were a sort of a “technical 
system”. Within the rapidly growing African urban 
areas, totally new forms of folk medicine, partly of 
a highly spiritual character, have come into being 
[34]. These are composed of traditional folk medi- 
cine, together with knowledge of cosmopolitan medi- 
cine. These new forms frequently use the symbolic 
attributes of modern medicine, i.e. white coats, stetho- 
scopes and so on. 


THE DILEMMA OF PUBLIC HEALTH 


The existing public health services were not suffi- 
cient in the poorer African countries before beginning 
of the Seventies, and the goal of establishing health 
services based on a European pattern is not likely 
to be achieved in the future—at least, for economic 
reasons. Moreover, it has been known for a long time, 
that about two thirds of the diseases prevalent in Afri- 
can developing countries could easily be met by. pre- 
ventive measures. These facts were at the bottom of 
the change in concept of WHO policy, mentioned at 
the beginning. The aim of this policy is to gain opti- 


mal results, measurable through raising the health 
status of the entire population, by the effective use 
of local—so-called “untapped”—resources [35]. This 
means that the PHC concept tries to initiate health 
services close to the peripheral community and sup- 
ported by the community, which need only small 
amounts of government resources. These services are 
thought to meet the basic medical needs [36] of the 
community and to have at the same time a health 
education effect. 
Among the means utilized we find: 


|. Primary health workers having passed a short 
training, and being equipped with an enlarged first- 
aid kit, who are to work voluntarily and not be 
enrolled in the state’s pay-list [37]; ; 

2. Traditional birth attendants having received 
training in the basic principles of hygiene [38]; and 

3. Introduction of village health committees with 
the task of supervising the work of the PHW as well 
as their financing. These committees should also be 
responsible for preventive and promotive basic health 
activities and should allow for the full participation 
of the local community in the planning, decision- 
making and evaluation of health care [39]. 


According to this new policy, reanimation and in- 
tegration of traditional medicine should be put into 
effect 

While the PHC concept has been approved in 
principle by all WHO member states—although the 
issue of the participation of the local community in 
decision-making is not yet supported in every country 
to the same extent—no concept of integration of tra- 
ditional medicine has been agreed upon unanimously. 

In September 1976 “Traditional medicine and its 
role in the development of health services in Africa” 
was the theme of the technical discussions of the 26th 
session of the Regional Committee for Africa of 
WHO [40]. The discussions showed contradictory 
views: while there was a consensus, that certain posi- 
tive aspects of traditional medicine exist, and that 
plenty of cases are cured without modern medicine, 
there were different points of view concerning the 
relations desirable between these medical systems, 
which ought to be complementary, anyway. After 
having agreed on definitions of “African Traditional 
Medicine” and “Traditional Healer” [41], the partici- 
pants proposed the following measures for further de- 
velopment: 


registration of all traditional healers by a census; 

promotion of a corporate organization of tra- 
ditional healers, i.e. creation of councils of healers to 
outlaw quacks; 

legal recognition of traditional healers on the 
basis of tests to evaluate their competence; 

further research on traditional medical knowl- 
edge; 

possible integration of traditional healers in the 
health teams [42]. 


Having passed the era of conception, some activi- 
ties began in different countries. Research institutes 
were created—some were even already existent. Their 
focus, however, seems to be on research in medicinal 
plants [43]. In some countries regulation laws already 
existed: Dunlop shows, by analyzing government 
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policy in nine African countries [44], that in 1975, 
five countries had legalized traditional medicine by 
licencing, that in most countries there was a state 
of informal recognition, partly even cooperation 
between traditional medicine and the modern health 
system, and that nowhere did he observe the state 
of official illigalization. 

After this period of emphasis laid on traditional 
medicine, not much has been published on measures 
undertaken by African states [45]. After some initial 
action, as for example the licencing campaign for tra- 
ditional healers in the People’s Republic of Benin, 
other measures in this field, except research in tra- 
ditional drugs and plants, have seemingly got no 
strong support or have even been deleted. The report 
of the WHO Regional Director for Africa to the In- 
ternational Conference on PHC, held at Alma Ata 
(USSR) in September 1978, also just mentions that 
in some countries “trained indigenious traditional 
healers are being integrated into the general health 
systems” and stresses further research in traditional 
medicine. Nevertheless, he does not seem to place too 
much importance on its contribution to the develop- 
ment of PHC within national health services [46]. 

Therefore it seems to make sense to have a look 
at the concept of integrating traditional medicine into 
modern health systems from a more theoretical point 
of view. 


INTEGRATION OR SUBORDINATION? 


Unschuld’s research on possible forms of coexist- 
ance between traditional and cosmopolitan medicine 


[47] shows, that a full integration of the two is poss- 


ible for what he calls “primary medical resources”: 
i.e. drugs, techniques and empirical knowledge. How- 
ever there is no example of full integration of medical 
personnel—one finds only forms of “structured co- 
operation” within mutual referral systems. The 
famous Chinese “barefoot doctors”, for example, get 
a pragmatically conceptualized training, stressing the 
drugs and methods of treatment within cosmopolitan 
medicine, just as much as those deriving from Chinese 
medical traditions [48]. 

Cooperation between doctors requires that they 
know their own limitations of competence and that 
they accept each other as equals. Cooperation 
between representatives of different medical sub- 
systems, competing for clients, is not easy to imagine 
within a free health market [49]. Besides, full integ- 
ration of healers of different medical systems is 
becoming impossible due to the fact that they are 


adherents of differing medical concepts, because of 


their professional socialization. The hot/cold di- 
chotomy of Asian medical concepts, for example, 
differs not only because of terminology from the 
nosology of Western scientific medicine, but there are 
also cognitive structures which are incompatible. 
Likewise an incompatibility of the differing paradigms 
in African folk medicine and Western academic medi- 
cine exists [50]. Therefore, the issue of “integration” 
of the two medical systems is reduced—in practice 

to the question of subordination under a 
dominating medical concept. As Unschuld stresses, in 
developing countries integration of traditional healers 
into the national health system always means the in- 


corporation of traditional medical knowledge by 
grouping and supervising them as a special category 
of “auxiliaries”. 

In obstetrics, the integration of traditional health 
personnel seems to be possible without too many 
complications: the delegation of an entire medical 
field—namely ordinary obstetrical care—is really 
possible. Education of traditional birth attendants in 
aseptic techniques, the superiority of which is empiri- 
cally demonstratable, really means further qualifica- 
tion of the TBAs and adds to their social status. It 
is therefore acceptable for them and they are likely 
to adopt these techniques—even if they intervene in 
traditional behavioral patterns. 

In general primary care we cannot see too many 
problems in combining Western scientific with tra- 
ditional techniques of treatment, the results of which 
are empirically verifiable. Many examples exist of the 
division of labour between Western trained doctors 
and their traditional colleagues in the fields of treat- 
ing fractures, snake-bites, poisoning and _psycho- 
therapy in Africa [51]. In Unschuld’s terminology we 
call this a “structured coexistance” between cosmo- 
politan medicine and traditional folk medicine. 

In diagnosis, as well as in choosing the adequate 
therapy, the confrontation of paradigms, already men- 
tioned, exists. Whether a given illness should be 
treated by a change in the mode of life, by surgical 
intervention, ritual ceremony or injection, requires a 
concept of etiology. It is true that traditional healers 
have learned to value the immediate efficacy of injec- 
tions of antibiotics and are utilizing this technique 
frequently, often forced to by their clients. Yet, they 
still identify with their traditional medical concepts 
[52]. Cosmopolitan medicine, however, requires iden- 
tification with the scientific concept of etiology. 
Therefore “integration of traditional healers” in 
modern health services is considered to be possible 
only after initial training and under permanent super- 
vision. Programmes of “integration” oi traditional 
and cosmopolitan medicine, as it were, are intended 
for the establishment of the superiority of cosmopoli- 
tan medicine by supervising the activities of tra- 
ditional practitioners. Not all of these are prepared 
to accept this: on the contrary, the social status of 
a traditional healer within his given culture is in most 
cases likely to be higher than the one he can achieve 
through recognition by the public health administra- 
tion and his integration into the national health sys- 
tem as an “auxiliary”! 


PROSPECTS OF DEVELOPMENT 


Because of these facts, the strategy of the PHC-con- 
cept, to promote only the training of TBAs and not 
of all traditional healers in general, but only the train- 
ing of “Primary Health Workers”, mostly younger 
men [53], chosen by their local community, seems 
self-evident. Of course it is not explicitly excluded that 
a traditional healer might be chosen by his village 
to be its PHW candidate. Similarly the training of 
TBAs is in the long run being shifted completely to 
the administrative structures of the official health sys- 
tem, as young women, recruited in future as “tra- 
ditional” birth attendants, will form a completely new 
category of medical personnel. 
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The national health services administrations are 
aspiring to achieve “structured cooperation” (Un- 
schuld) with traditional medicine in Africa. The cata- 
logue of measures to be undertaken, approved by the 
Kampala conference, reflects this desire in asking for 
the licensing of traditional healers, as well as for the 
issue of rules concerning the practice of traditional 
medicine, and in the propagation of the establishment 
of national councils of healers. These measures are 
contributing to the restriction of the competence of 
traditional medicine by reducing the number of prac- 
titioners, as well as by controlling and intervening 
in traditional sectors, which were, until now, indepen- 
dent. Through this, social change is being accelerated 
in these countries [54]. This is due to the administrat- 
ive sanctioning of a reorientation, already partly 


adopted in the behavioural patterns of the popula-- 


tion. The reputation of folk medicine is becoming less. 
The preferential decisions of sick people increasingly 
take the sequence of: 1, self-treatment; 2, cosmopoli- 
tan medicine; and only when these have failed: 3, 
traditional medicine [55]. Traditional medicine being 
the last choice in the scale determining sickness- 
behaviour means, that in this field too, a complete 
“acculturation” of the population has happened 
This behavioural change does not impede the dele- 
gation of some functions within certain medical areas 
to the representatives of traditional medicine. Particu- 
larly in the field of psychiatry and mental health care, 
we find a great many examples of cooperation—this 


being a field, where seemingly, Western medicine 
proves to have no superiority over traditional tech- 
niques. As there are many social factors influencing 


mental health, the question remains unanswered, as 
to whether the success of traditional medicine in re- 
structuring psycho-social disequilibrium within the 
village environment can be reproduced under the dif- 
ferent social conditions prevailing in the anonymous 
cities, as there are unemployment, proletarianization 
and migration from rural areas [56]. The rise of spiri- 
tual healing movements, already mentioned, belongs 
to this development of new forms of folk medicine 
within this environment. In addition, various forms 
of exploitive quackery are flourishing there. 


HEALTH—A VALUE IN ITSELF? 


In conclusion, besides the questions discussed, 
which are of a more medical interest, we should now 
have a look at the political meaning of PHC. The 
question to pose is, why, since the beginning of the 
Seventies, we can observe a growing interest of inter- 
national organizations and national governments in 
a better health status of entire populations—even in 
rural areas, without an obvious potential for develop- 
ment? Until nowadays, no humanitarian or ideologi- 
cal reasons have contributed to perceiveable efforts 
for real improvement in the health of rural and mar- 
ginal populations. Neither consideration of cultural 
identity, nor the acceptance of health as a human 
right, can therefore serve as an explanation for these 
observable efforts. 

Improvements in health care have always been as- 
sociated with economic interests [57] and are at the 
same time improvements in the conditions for the 
reproduction of labour. A precondition for undertak- 


ing strong measures to upgrade the health status of 
rural populations has been the recognition of the 
theoretical approach, which takes health expenditure 
as a productive investment in socio-economic devel- 
opment and no longer as non-productive expenditure 
in consumption. This approach has for a long time 
been disputed. The World Bank’s assessment of the 
health sector policy seems to have contributed to its 
eventual general acceptance [58]. 

Until now, no elaborate theory of the political 
economy of the health sector of dependant countries 
exists [59]. The analysis of arguments, given for 
health expenditure in developing countries as a pro- 
ductive investment in socio-economic development, 
shows the following reasons: 


1. Health expenditure is a necessary pre-condition 
for a general increase in production, not least in agri- 
culture. 

2. Health expenditure is necessary for a better 
utilization of the investments made in “human capi- 
tal” at an earlier stage, as for example in education 
[60]. This argument has become of great importance, 
especially with industrialization and the specialization 
of the labour force linked to this process [61]. 

3. Epidemiological arguments are also used as 
economic reasons for health expenditure [62]. Expen- 
diture for reducing the frequency of the classical trop- 
ical epidemics had, already long ago, been given great 
importance, even in areas of minimal interest for the 
colonial economy, as the fight against vector-trans- 
mitted diseases could not be restricted to prosperous 


HEALTH FOR EVERYBODY OR 
PAUPERIZATION OF THE PERIPHERY? 


There is no rational economic explanation for the 
efforts to implement the new PHC strategy in entire 
rural Africa until one analyses the importance of the 
rural sector in terms of the political economy. As the 
French school of economic anthropology [63] has 
shown, this importance is founded not only in the 
fact, that this sector produces “cash-crops”, and rep- 
resents a market not yet fully exploited [64]. As the 
research being done by Meillassoux demonstrates, the 
continuation of the traditional subsistance sector in 
Africa is also necessary: its contribution to the repro- 
duction of the labour force is essential in “peripheral 
capitalism”. A collapse or disappearance of this tra- 
ditional sector would put an end to the existent “over- 
exploitation”, which is at the bottom of the so-called 
“imperialist mode of production” [65]. 

If we consider this context while observing the 
changes in health care concepts, we find some reasons 
for understanding better, why it is only since the 
beginning of the Seventies, that we find enough 
emphasis and political will to upgrade the health 
status of wider populations: as the absolute pauperiz- 
ation in the “periphery of the periphery” increases 
[66], there is a higher risk of a collapse of the tra- 
ditional rural sector. To prevent this, “inputs” to 
maintain minimum health conditions of the rural 
population are necessary. 

Of course, the PHC concept has not been devel- 
oped by economists seeking to maintain a status quo. 
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It has been developed by concerned medical men, 
relying on their personal experience as well as on a 
fund of research being done into development prob- 
lems. However, evidence of the health problems has 
existed at least since the beginning of the Sixties, and 
the question has not yet been answered satisfactorily, 
as to why only lip-service has been paid to the im- 
provement in rural health services for more than ten 
years [67]. Among the reasons for the support the 
PHC strategy has received from international and 
national bodies seems to be—apart from their politi- 
cal will to upgrade the living-conditions of deprived 
populations—the fact that its cost-benefit ratio is 
supposedly very good. As the PHC concept is taking 
a “community development” approach, the necessary 
expenditure is thought to be smaller than that of cus- 
tomary health programmes, because a good deal of 
the resources needed should be provided by the re- 
spective community itself! 

Originally, the PHC approach also contained 
emancipatory elements, such as for example, the stress 
laid on “community participation”. Therefore, in con- 
clusion we could say, that the PHC-approach can be 
applied very well in an effort to overcome under- 
development, yet, it does not necessarily prevent a 
“development of underdevelopment”. If there are only 
economic reasons at the bottom of the widespread 
acceptance of this strategy by official bodies, it would 
be justified to suspect that the progressive develop- 
ment approach, inherent in the PHC concept, as well 
as in the attempt at a revaluation of traditional medi- 
cine, has disappeared. 

There is a necessity for continuous discussion of 


the so-called “basic-needs strategy”, of which the 
PHC approach and the attempts at revaluation and 
integration of traditional medicine, form a part. These 
problems are not only organizational ones in the 
delivery of health services, they raise anthropological, 
sociological and political issues as well, and should 
lead to a wider, interdisciplinary discussion. 
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ASPECTS ETHIQUES ET CULTURELS DE LA 
PSYCHIATRIE EN AFRIQUE 
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Abstract—The contradiction inherent in the psychiatrist’s dual function (the therapeutical contract 
with his patient and the institutional investment, his social mandate for protecting society which situate 
him as one part of the centralized power apparatus) invite him to question his working conditions 
and the final aim of his function. This investigation will be related to the possibilities and conditions 
the society he belongs to allows him in order to accomplish his work. The authors, after having 
presented recent critical comments on this subject consider now the conditions proper to their profes- 
sional practice in Africa (Senegal) and try to show what links there are between psychiatry and culture. 


INTRODUCTION 


Dans le monde d’aujourd’hui, chaque groupe profes- 
sionnel s’interroge sur les conditions d’exercice de sa 
fonction, mais également sur les finalités de celle-ci. 
Agent d’une pratique sociale hésitante sur les fonde- 
ments théoriques de son action, le psychiatre opére 
au nom d’un mandat social dans un monde de “fous 
désignés” par la société dont il est le représentant. 
Les contradictions inhérentes a 
role—un contrat thérapeutique le lie 4 son patient 
et, par ailleurs, l’investiture institutionnelle qui corre- 
spond a son mandat social de protection de la société 
le situe comme un élément essentiel d’un dispositif 
centralisé de pouvoir—linvitent, peut étre plus que 
tout autre, 4 une remise en question. Ce questionne- 
ment dépendra toutefois de sa société d’appartenance 
et des moyens et conditions que celle-ci ménage a 
son exercice professionnel; le probléme de ses devoirs 
et de ses droits, tout comme celui des droits de ceux 
qui le sollicitent, se posera avec des modalités spécifi- 
ques selon l’histoire et le développement de la psy- 
chiatrie dans chaque pays. 

“La psychiatrie mondiale en 1977” reste dominée 
par les modéles d’assistance dans les pays développés. 
Se préoccuper davantage de la relation du psychiatre 
avec son patient et des régles qui doivent la régir, 
apparait désormais comme une exigence universelle. 

Dans les pays en développement, et singuli¢érement 
en Afrique, l’assistance psychiatrique moderne est 
encore pauvre, voire dans certains cas inexistante. De 
plus, les sociétés africaines ont en général élabore des 
structures d’organisation communautaire, un art de 
vivre en société, qui posent de fagon originale les 
modalités sociales de l’intégration au groupe. 

Nous nous proposons d’introduire la problémati- 
que “Ethique et Psychiatrie” a partir d’un bref apergu 
de divers courants critiques récents dans le monde 
pour ensuite aborder la question psychiatrique en 
Afrique a partir d’une expérience spécifique, celle 


* Maitre de Conférence agrégé. 

+ Psychologue, Attaché de Recherche au C.N.R.S. 

t Ce texte est une version remaniée de la communication 
présentée au Congrés Mondial de Psychiatrie d’Honolulu, 
1977. 


la dualité de son ; 


de l’équipe du Centre Hospitalier de Fann-Dakar 
(Sénégal); expérience susceptible de faire ressortir 
importance de déterminations historiques et cultur- 
elles sur les pratiques psychiatriques. 


ETHIQUE ET PSYCHIATRIE 


“Je suis frappé par un manque total d’intérét chez 
les psychiatres pour les libertés, les priviléges et les 
droits des individus considérés comme des malades 
mentaux”. Ainsi s’exprimait en 1963 Thomas Szasz 
[1] dans un ouvrage ou il procédait a une critique 
en régle de la psychiatrie institutionnelle: psychiatrie 
“involontaire”, au sens ou elle est imposée au malade 
mental. Ce désintérét de la coporation pour les con- 
séquences de l’internement (privation des libertés et 
des droits du malade mental), cet aveuglement con- 
certé sur les conflits significatifs qu’implique la dualite 
de réle du psychiatre institutionnel (a la fois théra- 
peute de son patient et protecteur institué de la 
société) trouvent un singulier éclairage dans histoire 
méme de la discipline psychiatrique. A la fin du 
XVIIle siécle et au début du XIXe on assiste en 
France a la condamnation de Il’arbitraire politique de 
ancien régime et a la mise en place d’une nouvelle 
légaliteé bourgeoise fondant tout son édifice sur une 
fiction juridico-administrative: celle du contrat. Héri- 
tage du siécle des lumiéres, la rationalité moderne et 
le légalisme s’installent. Dans ce contexte, le “fou” 
va constituer un défi vivant: déraisonnable, il n’est 
pas sujet du droit; pour l’inscrire dans le nouvel ordre 
social fondé sur le contrat, il va falloir lui imposer 
un statut different et complémentaire. En 1838, est 
votée la loi sur les aliénés, loi toujours en vigueur 
en France et modéle de plusieurs législations psychia- 
triques. Robert Castel a bien analysé la mise en place 
progressive dans ce contexte et le triomphe d’une 
nouvelle instance officielle (médicale: les aliénistes) 
qui conquiert le monopole du traitement légitime de 
la folie: “le fou surgit comme probleme dans la cas- 
sure révolutionnaire, il va se retrouver doté a la fin 
du processus du statut complet d’aliéné: compleéte- 
ment médicalisé, c’est-a-dire intégralement défini en 
tant que personnage social et type humain par l’ap- 
pareil qui a conquis le monopole de sa prise en charge 
légitime” [2]. Castel rend compte de la maniére dont 
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la médecine mentale, en ce qu'elle a permis d’ad- 
ministrer la folie par une réduction active de toute 
sa réalité aux conditions de sa gestion dans un cadre 
technique, a répondu a un probleme de gouverne- 
ment. Le défi de la folie, par l’intermédiaire de la 
médicalisation, a été réduit: on lui invente un nou- 
veau statut de tutelle, sauve-garde au fonctionnement 
d'une société contractuelle. C’est 1a que se dessine la 
fonction de conservation sociale et de répression polli- 
tique de la psychiatrie qui devient une piéce essen- 
tielle dun dispositif centralisé de pouvoir. 

Au manque d’intérét des praticiens spécialisés, styg- 
matisé par Szasz, a fait récemment suite un intérét 
marqué de l’opinion pour ces questions, en particulier 
autour du mouvement anti-psychiatrique. Le terme 
générique d’anti-psychiatrie constitue un regroupe- 
ment commode et quelque peu arbitraire de pensées 
et de pratiques parfois fort différentes (voire dispar- 
ates) qui n’ont de commun souvent que la remise en 
cause de la psychiatrie traditionnelle institutionnelle. 
Si P’écho s’est amplifié a l’extérieur des cercles profes- 
sionnels—résonance qui se généralise actuellement 
par rapport aux effets des appareils de pouvoir de 
toutes sortes—la problématique était ouverte depuis 
fort longtemps déja. Elle devait rebondir plus récem- 
ment notamment avec les travaux de Michel-Foucault 
[3-5]. Selon Octave Mannoni [6], c'est une crise 
propre a la psychiatrie elle-méme, incapable pour 
diverses raisons qui tiennent a son histoire de se 
transformer pour corriger son retard et l’insuffisance 
de ses institutions de soins par rapport a l’évolution 
de la société, qu’a pu surgir sur la base d’abord de 
sentiments d’insatisfaction professionnelle une contes- 
tation qui allait rencontrer un tel écho dans le public. 

Cette insatisfaction commune de ceux qui avaient 
mandat de s’occuper de la folie allait recourir a des 
bases doctrinales fort diverses pour étayer sa critique: 
conceptions “communicationnelles” (application du 
modele des théories de la communication) du groupe 
américain de Palo Alto [7-9] emprunts a l’anthropo- 
logie sartrienne chez les anglais Laing et Cooper 
[10-12], retour a l’éthique freudienne chez Szasz [13] 
références lacaniennes chez Maud Mannoni [14] 
approche plus politique chez les italiens Basaglia [15] 
Jervis idéologies libertaires ou anarchistes... [16]. 

Trés vite c’était les fondements de la psychiatrie 
et la notion méme de maladie mentale qui étaient 
mis en cause et la nosologie discréditée. La maladie 
mentale: un mythe (médical) dont on va dénoncer 
la fonction, sans que soit niée pour autant l’existence 
de “phénoménes psychopathologiques” repensés 
comme problémes existentiels. Szasz [17] propose de 
dégager la psychiatrie du modéle médical. II va s’at- 
tacher 4 montrer que la notion de maladie mentale 
est inextricablement liée au contexte social et éthique 
dans lequel elle est formulée (tout comme la notion 
de symt6me corporel est liée au contexte anatomique 
et génétique). La notion de symptéme mental impli- 
que une déviation par rapport a une norme de nature 
psychosociale et morale, elle implique la formation 
d'un jugement permettant une comparaison voilée ou 
une harmonisation des idées, concepts, croyances du 
patient avec ceux de l’observateur et de la société 
dont il est le mandataire. Pour ceux qui considérent 
les symptOmes mentaux comme indice ou signe de 
lésions cérébrales, le concept de maladie mentale est 


superflu et erroné. Ce concept est donc une metaphore 
qu’on prend a tort pour un fait. Ceci a des con- 
séquences non négligeables lorsqu’on pense qu’un 
jugement “scientifique” fournit matiére a une action 
sociale de pratiques discriminatoires invalidant cer- 
taines catégories de personnes par l’étiquette diagnos- 
tique. D’autres auteurs proposent également de con- 
sidérer la psychiatrie comme science de la communi- 
cation. On connait les travaux de Bateson et de l’école 
de Palo Alto issus de l’application de la théorie de 
linformation et la fameuse théorie du double-bind 
prétendant rendre compte de la production du schizo- 
phréne par le groupe (familial), travaux ayant connu 
une certaine faveur auprés des anti-psychiatres anglais 
Laing, Esterson [18]. Comme le fait observer trés jus- 
tement Szasz [19] les psychiatres tout en étant sensés 
décrire les comportements les prescrivent souvent par 
le recours 4 un vocabulaire qui préte souvent a un 
usage “promoteur”, qui joue un role d’incitation sous 
le couvert d’affirmations cognitives. On assiste alors 
a un glissement de la fonction cognitive a la fonction 
instrumentale (que l’on pense aux étiquettes de: “per- 
sonnalité psycho ou sociopathique”, “réaction de 
dépendance”, “prédélinquant”... et a attitude médi- 
cale a leur égard). Pour Szasz, les concepts mal deéfinis 
de santé et de maladie mentale constituent le cabinet 
noir de certaines valeurs morales, la liberté notam- 
ment. On a vu avec Castel comment histoire de 
lémergence de l’ordre psychiatrique confirme cette 
assertion et Bernard de Fréminville [20] a pu dresser 
le catalogue des moyens de thérapeutique et de coer- 
cition physique mis en oeuvre par les aliénistes du 
xIXe siécle. 

Szasz encore [21] a montré comment joue la 
polysémie d’une notion comme celle de responsabilité. 
On sait que le psychiatre en tant qu’expert médico- 
légal est invité a se prononcer sur la question au tri- 
bunal avec les conséquences qui s’en suivent au 
niveau d’une décision d’internement du prévenu. La 
notion peut étre utilisée sur un mode objectif: elle 
décrit alors un état de fait sans élaboration morale 
ni suggestion de conduite a tenir. Elle peut étre uti- 
lisée sur un mode rétributif, pour prescrire: elle con- 
tient alors lidée d’un chatiment inévitable, normatif; 
elle implique alors une désapprobation et une invite 
a l’action corrective. Elle peut également étre utilisée 
sur un mode attributif: dans ce cas, elle s’applique 
a la valeur morale qu’un observateur attribue a l’acte 
dune personne définie. Szasz remarque que les trois 
sens sont souvent utilisés de fagon interchangeable 
sans précision des differences existant entre eux et il 
reléve que c’est a leur pendant en religion que le droit 
et la psychiatrie ont emprunté l’idée de “responsab- 
ilité/culpabilité”. Mais lorsqu’on utilise le mot respon- 
sabilité sur ce mode objectif du formalisme légalo- 
juridique, parler alors de culpabilité n’a plus de sens, 
observe-t-il. 

Le discrédit sera porté sur la nosologie périodique- 
ment refondue, révisée, variable d’un pays a lautre, 
hétérogéne dans les régistres qu’elle fait jouer, éclecti- 
que et chaotique. Castel montre comment ce “savoir 
trés spécial” des aliénistes qui se développe a contre 
courant du nouveau modeéle de scientificité qui com- 
mence a simposer dans le savoir médical de l’€poque 
(XIXe), va conquérir une rationalité seulement classi- 
ficatoire, purement phénoménologique. Cette orien- 
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tation presque exclusivement dirigée vers les signes 
ou symptoOmes de la folie fondera une conception 
réactive et psychogéne de la maladie mentale donnant 
sa justification a la technologie du traitement moral. 
De quelque cété qu’on l’aborde, ce qui constitue la 
nocivité de la nosographie, c’est l’oblitération qu’elle 
opére du sujet parlant: bouche cousue par l’étiquette 
sur lui accolée. 

On observe actuellement une certaine convergence 
dans les considérations sur l’étiologie des troubles 
psychiques développées a partir de diverses voies de 
recherches aux U.S.A., en Angleterre, en France: l’at- 
tention se centre sur l’extérioriteé du sujet concu 
comme lieu d’un discours étranger (la double con- 

trainte contradictoire de Bateson; le discours familil 
de Laing et Cooper; le discours de l’Autre, selon 
Lacan). La mise en corrélation d’un trouble individuel 
avec les facteurs sociaux s’est également développée. 
L’approche ethno-psychiatrique (Devereux [22, 23]) 
et la sociologie des maladies mentales (Bastide [24]) 
ont montré comment la plupart des sociétés possé- 
dent des modeles de folie non réductibles en toute 
rigueur aux catégories nosographiques classiques 
élaborées ailleurs. Il existe partout des fagons cor- 
rectes d’étre fou. Ces modes d’affliction sont des mala- 
dies en tant que le sujet qui est en proie a ces états, 
lest généralement a la suite d’une grande souffrance, 
et que ce trouble, pris dans le moule sémantique, dans 
la convention signifiante du groupe de référence, est 
désigné comme pathologique par la société con- 
sidérée. Il y a donc des modéles sociaux spécifiques 
dont les motivations sont également spécifiques. 

Une des voies de recherche les plus prometteuses 
est sans doute celle qui sorigine dans le moment in- 
augural promu par Freud de prise en compte du sujet 
parlant, ainsi que son approfondissement par Lacan: 
“on se prenait seulement a répéter aprés Freud le mot 
de sa découverte: ga parle, et la sans doute ou l’on 
s’y attendait le moins, la ou ca souffre” [25, p. 413]. 
Maleval [26] dans sa présentation critique des theses 
anti-psychiatriques, souligne l’insuffisance théorique 
du mouvement marqué par la tradition philosophi- 
que, empirique et pragmatique dominante de la cul- 
ture anglo-saxonne. Prisonniers de lidéologie de la 
médecine somatique, les anti-psychiatres se privent 
de louverture que constitue tout un courant de 
recherche contemporain dans lequel s’inscrit la psy- 
chanalyse et a sa suite la médecine psychosomatique 
et le courant balintien qui conduisent a une reprise 
comprehensive de la maladie qui dépasse la distinc- 
tion arbitraire entre soma et psyché, héritage de 
Panthropologie cartésienne. Constatant les impasses 
de la réflexion anti-psychiatrique, Maleval propose 
une analyse du concept de maladie: “Phénoménologi- 
quement, la maladie apparait comme étant a la fois 
une souffrance et une différence (...). Dans les faits 
chaque communauté humaine reconnait la folie et la 
pathologie a une déviance par rapport a un consensus 
social qui définit la normalité. Ce phénoméne de 
détermination sociale est propre a la maladie elle- 
méme. Dés 1943, Geogres Canguilhem [27] montrait 
linsuffisance de la dimension individuelle pour en 
appréhender le concept: “II n’y a de troubles patholo- 
giques en soi, anormal ne peut étre apprécié que 
dans une relation (...). Il est imposible de parler, en 
toute correction logique, de pathologie purement 
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objective (...)”. Valebrega peut écrire a juste titre: “un 
processus intersubjectif fait partie de l’essence méme 
de la maladie”. 


SITUATION DE LA PSYCHIATRIE 
EN AFRIQUE 


“Le colonisateur, par sa position, ne pouvait avoir qu’une 
seule attitude: la supériorité qui, obligatoirement condui- 
sait a une vision fausse de l’autre, le colonisé”. 

Henri Colomb [28] 


En ce qui concerne le Sénégal et l’Afrique en 
général, l’histoire de la psychiatrie institutionnelle, im- 
portée par la colonisation, est évidemment plus bréve 
et marquée par limposition d’un déterminisme 
exogéne a la société. Cette histoire reste a faire. Le 
retour critique nécessaire a cette entreprise de mise 
en perspective des conditions historiques du dévelop- 
pement de pratiques institutionnelles et d’une produc- 
tion scientifique dans un champ transculturel qui se 
spécifiera progressivement comme celui de l’ethno- 
psychiatrie, accuse un certain retard par rapport a 
d’autres disciplines africanistes telles que histoire ou 
la sociologie/anthropologie africaines. Les théses 
racistes de l’école psychiatrique frangaise d’Alger, par 
exemple figurent encore en bonne place dans la der- 
niére édition (remaniée et mise a jour) du Manuel 
alphabetique de psychiatrie d Antoine Porot [29]. On 
sait le succés que connurent ces théses qui devaient 
étre reprises et généralisées par Carothers [30] expert 
de l’O.M.S., a l'ensemble du continent. Le proces des 
travaux de cette école instruit par Frantz Fanon [31] 
ne semble avoir regu que peu d’écho dans les milieux 
psychiatriques. Des tentatives plus strictement cir- 
conscrites de réévaluation critique ont vu le jour, mais 
elles sont souvent le fait de sociologues ou anthropo- 
logues. On se reportera par exemple aux observations 
de Robert Buijtenhuijs [32] sur the Psychology of 
Mau Mau de J. C. Carothers et le contexte sociopoli- 
tique de la recherche; l’anthropologue hollandais 
spécialiste du mouvement mau mau conclut au car- 
actére objectivement contre-insurectionnel de l’étude 
de Carothers explicitement mandate a cette fin par 
le gouvernement colonial du Kenia a l’epoque. 

L’assistance psychiatrique reste trés pauvre pendant 
toute l’époque coloniale. Ce qui est demande par les 
pouvoirs publics, c’est moins une assistance aux 
malades mentaux que leur isolement dans des 
cabanons et lazarets. Le malade n’est pas traite; ses 
liens sont rompus avec son groupe d’origine. La prati- 
que l’internement dans des institutions de l’ancienne 
métropole “d’aliénés” originaires de la_ colonie 
remonte a la fin du siécle dernier; elle s’atteste notam- 
ment par le publication au journal officiel d’ordon- 
nances du Gouverneur portant nominativement inter- 
nement dans des asiles de France. Un arrété du 28 
juin 1938, du Gouverneur Général de l’A.O.F., cree 
officiellement un service d’assistance psychiatrique en 
Afrique Occidentale francaise. I] faudra toutefois 
attendre 1956 pour voir louverture du centre de 
neuropsychiatrie de Fann-Dakar prévu pour cent 
malades; il a statut fédéral. 

La négation anxieuse de |’Africain en tant que por- 
teur de valeurs spécifiques et de la difference dans 
les interactions culturelles a conduit a .un systéme 
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encore en vigueur en Afrique australe ou l’Africain 
est, dans son propre pays, privé de tous ses droits 
fondamentaux. Des millions d’hommes  subissent 
actuellement sur le continent des frustations psycho- 
sociales et des tensions néfastes pour leur équilibre 
mental. Quand ils deviennent malades mentaux, ou 
qu’ils sont étiquetés comme tels, ils sont “traités” dans 
des institutions privées spéciales a but lucratif, contre 
leur gré et pour une durée illimitée [33]. 

Sur le plan de la pratique psychiatrique au Sénégal, 
un ouvrage au titre aussi explicite que celui de 
Danielle Storper-Perez [34] ne répond encore que 
partiellement a ses promesses, faute de s’'appuyer sur 
une documentation suffisante. Tout récemment le 
Professeur Henri Collomb [35] a esquissé une his- 
toire de la psychiatrie en Afrique noire francophone. 
Cependant a l’heure actuelle un travail d’ensemble 
réévaluant l"héritage psychiatrique colonial étayé sur 
une documentation réellement conséquente et qui 
mette au jour le contexte institutionnel, ideéologique, 
théorique et pratique de l’intervention des psychiatres 
en Afrique, fait encore défaut. 

Ce travail historique d’ensemble devrait permettre 
d’éclairer ce qui se met en place depuis l’accession 
du Sénégal a la souveraineté internationale et de 
mieux apprécier la place de la psychiatrie institution- 
nelle dans le dispositif central de pouvoir du nouvel 
Etat. Entre l’indépendance et la promulgation de la 
“loi no. 75-80, du 9 juillet 1975, relative au traitement 
des maladies mentales et au régime d’internement de 
certaines catégories d’aliénés”, une séries de textes, 
arrétés, décrets, circulaires, lois, mettent en place des 
structures, institutions—de formation, de recherche, 
de soins et de controle—et définissent les principes 
devant régir l’accés a la pratique médicale, aux spécial- 
isations (dont la psychiatrie) et a P’exercice de celles-ci 
(textes concernant: l’ordre des médecins; code de 
déontologie médicale; la répression des stupéfiants, 
de la prostitution, de l’alcoolisme; création d’un 
comité nation-al de luete contre lenvahissement de 
Dakar par les mendiants, colporteurs, lépreux et 
aliénés)*. 

Insuffisance et inadéquation des structures 

L’intérét récent pour la psychiatrie dans les pays 
africains n’est pas sans présenter une certaine ambi- 
guité. Le poids de lhéritage des structures coloniales 
est encore déterminant en matiére d’assistance psy- 
chiatrique. 

Si les établissements spécialisés mis en place par 
le colonisateur étaient peu nombreux et localisés 
dans, ou a proximité des grandes villes, ils instaur- 
aient un modeéle asilaire (pavillons ou cellules d’isole- 
ment dans les hopitaux généraux). Certains pays en 
l'absence de service de santé mentale et de psy- 
chiatres, se voyaient obligés pour les cas graves de 
les faire soigner dans un autre pays de la Région, 
voire en Europe. 

La tendance au renfermement introduite par ce 
modele tend souvent a étre reprise en compte par 
les Pouvoirs Publics des jeunes Etats africains qui 
sy trouvent confirmés par les exigences de certains 
choix de développement (urbanisation, promotion du 


* Pour les références précises de tous ces documents, se 
reporter a: Collignon [36]. 


tourisme, changement des attitudes et des rapports 
humains par lintroduction de la technique et de la 
scolarisation ...). Beaucoup de pays qui n’avaient pas 
de centre psychiatrique, construisent, ou veulent con- 
struire, dans, ou a proximité de la capitale, un hdpital. 
Les inconvénients de ce choix sont numbreux. Il 
entraine notamment une difficulté accrue de réhabili- 
tation du malade “traité” en dehors, ou loin, de sa 
communauté d'origine, et n’aboutit souvent qu’a 
sanctionner son invalidation. Rares seront alors ceux 
qui auront la vocation ou la volonté de travailler dans 
ces hépitaux qui se transforment rapidement en asiles. 
La pénurie en personnel infirmier psychiatrique n’est 
pas seulement due 4 un manque d’information, mais 
tient également au caractére des institutions existantes 
qui contribuent a maintenir les stigmates qui s’atta- 
chent a la folie (Lambo [37]). Si celle-ci reste dominée 
dans l’imaginaire populaire par des forces surnatur- 
elles (Soddy, [38]), cette réalité est encore plus preg- 
nante en Afrique ou la maladie, singuliérement men- 
tale, ne peut pour la grande majorité étre expliquée 
que par le recours aux représentations traditionnelles 
et guérie que par des personnes investies traditionnel- 
lement de pouvoirs en conséquence. 


Tentatives d’aménagements 

C’est le mérite du Professeur Collomb d’avoir su 
tirer les conséquences du constat de la relative cécité, 
de la surdité, des dispositifs institutionnels psychiatri- 
ques qu’il héritait de la colonisation, face au compor- 
tement et a la parole des malades mentaux africains. 
Le praticien occidental voit sa pratique grevée de 
lourds handicaps dont celui, trop souvent, de la 
méconnaissance de la langue (nécessitant le recours 
incommode a linterpréte) et surtout la relative in- 
existence d’études en psychologie décrivant, par dela 
les constances comportementales dont rend compte 
la littérature ethnologique, les voies d’emprunt du 
sujet dans son procés d’autoconstruction dans sa 
société ainsi que les voies de résolution des tensions 
de son existence. C’est ainsi qu'il devait mettre en 
place en 1962 un ensemble de recherches en sociolo- 
gie, ethnopsychiatrie, psychologie. Les perspectives de 
recherche développées furent variées: le développe- 
ment de l’enfant: J. Zempléni-Rabain [39-42], S. 
Valantin [43]; A. et B. Diop [44]; famille—école: 
Colot A. [45], Collomb et Valantin [46, 47], la délin- 
quance juvénile: M. C. Ortigues, A. Colot et M. T. 
Montagnier [48], S. Hugot [49], clinique et clinique 
analytique en Afrique: Collomb [50-51], M. C. Orti- 
gues et Collomb [52], M. C. Ortigues et P. Martino 
[53], M. C. et E. Ortigues [54], Ed. et M. C. Ortigues 
A. et J. Zempléni [55], les représentations tradition- 
nelles du désordre mental: A. Zempleni [56]; les guér- 
isseurs: R. Blochet-Auguin [57], enquétes épidémiolo- 
giques sur des populations rurales et urbaines de 
méme ethnie: Beiser [58, 59], R. Baylet [60], 
Benyoussef [61-63]. 

Des efforts d’aménagements institutionnels au sein 
de la structure hospitaliére furent tentés: communauté 
thérapeutique: Dia [64], Tourame [65], introduction 


‘d'un accompagnant du malade lors d’ lhospitalisa- 


tion: Diop, Dorés [66], activités occupationnelles, 
service de santé mentale de jour... 

Plus récemment la nécessité de sortir de l’hdpital 
sest fait jour. S'inspirant de la “psychiatrie tradition- 
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nelle” africaine et des expériences nigérianes de T. A. 
Lambo, la conception du village de santé mentale 
reléve d'un souci plus grand de prise en compte de 
lPévolution sociale, de la nécessité d’une décentralisa- 
tion permettant de soigner le malade dans son milieu 
en tenant compte de la faiblesse actuelle des res- 
sources disponibles: cout réduit: H. Collomb [67-69]. 

Malgré ces efforts, la grande majorité de la popula- 
tion reste privée de soins de santé mentale. C’est une 
vérité qui se retrouve partout en Afrique et dans |’en- 
semble des pays en développement. 


Recherche de nouveaux modeéles 


Partout dans le monde les troubles mentaux con- 
stituent un probléme majeur de santé publique. Du 
fait de leurs difficultés spécifiques, les pays en dével- 
oppement rencontrent de plus grands obstacles pour 
définir une politique correcte de santé mentale. Ceci 
est d’autant plus preoccupant que “des études ont 
montré que les troubles mentaux provoquent une in- 
validité et une incapacité graves chez 10% au moins 
des individus 4 un moment ou un autre de leur exis- 
tence”. (O.M.S., 1974). C’est pourquoi un comité 
O.M.S. d’experts de la santé mentale s'est réuni a 
Genéve en octobre 1974 et a défini ce que devrait 
étre “l’organisation des services de santé mentale dans 
les pays en développement” [70]. 

Suite a cette réunion, une “étude collaborative sur 
les stratégies pour l’extension des soins de santé men- 
tale” va tester toutes les recommandations du comite. 
La recherche se déroule dans les quatre z6nes sui- 
vantes: Niakhar (Sénégal), Raipur-Rani (Inde), Sha- 
gara-Jable Hawlya (Soudan) et Union de Vivenda 


Popular (Colombie), confiée chacune a la responsabi- 
lite d'un psychiatre autochtone. 


PSYCHIATRIE ET CULTURE EN AFRIQUE 


“Le fait “psychiatrique” est plus la résultante d’un con- 
sensus collectif mouvant et évolutif qu’une manifestation 
discréte et objectivable. La position de l’observateur est 
déterminante car, toutes choses égales par ailleurs, sa seule 
présence modifie le champ psychiatrique lui-méme”. 


Andras Zempléni [71] 


L’apport de l’ethnologue de terrain a notre réflex- 
ion s’'avére du plus grand intérét. Son écoute d’une 
parole collective, souvent masquée dans les sociétés 
occidentales développées par Il’écran d’un certain 
mythe de l’individu et de la science, révéle qu’en Afri- 
que l’individu n’est pas le lieu exclusif de la vérité de 
sa maladie. Ici l’accent est déplacé sur le discours 
familial, sur le champ institutionnel et l’environne- 
ment plus large qui se font entendre a travers le 
malade; les représentations collectives et diverses pro- 
cédures (voyance, divination, procédures thérapeuti- 
ques) ont pour fonction d’affirmer la primauté de la 
parole collective sur toute expérience ou parole indi- 
viduelle pour dire la vérité de la maladie. 


* On se souviendra que c’est au nom de la défense des 
libertés individuelles que Thomas Szasz critique la pratique 
psychiatrique institutionnelle. 

+ Souvenons-nous de I’analyse de Castel sur l’Ordre psy- 
chiatrique [74] sinstituant en Europe, fin XVIIIe début 
XIXe, et la médicalisation de la folie. 


La médecine traditionnelle africaine a ses concepts, 
ses modeéles, ses modalités instituées de traitement, 
ses praticiens. Sa forte pregnance encore actuellement, 
tient au fait qu’elle repose sur une conception 
élaborée du monde et de l’organisation sociale sur 
un mode communautaire. Les conceptions africaines 
de la socialité s’étayent sur une conception de la dette 
vitale, elles sont solidaires d'une conception légi- 
timiste du droit fondée sur la coutume des ancétres 
corrélative d’une éthique de Vhonorabilité fondée 
principalement sur des droits et obligations statu- 
taires (Ortigues [72]). Dans de telles organisations 
sociales, toute interrogation trop directe et systémati- 
que sur une personne tend a remettre en cause sa 
position définie par un consensus collectif; elle l’isole 
au regard des autres. Si toute interrogation portant 
sur les divers attributs de son statut est admise, voire 
encouragée, dés qu’elle touchera a son individualité, 
a son passé, ses qualités, elle sera ressentie comme 
irrespectueuse, indiscréte, agessive*. Comme nous le 
rappelle Zempléni [73]: “Vivre en société c'est, 
adhérer a un systéme particulier de méconnaissances 
organisées”. Cette adhésion, dans le monde tradition- 
nel, en passe notamment par le statut rituel de l’indi- 
vidu; mais on oublie souvent, ajoute-il, que cette 
adhésion de I’africain serait de pure forme si elle 
n’était périodiquement mise a l’€preuve imprévisible 
de l’'angoisse dans des conjonctures singuliéres et sub- 
jectivées: linfortune, le malheur biologique, la mala- 
die. Il s'est employé a dégager les grandes catégories 
qui structurent les systemes d’interprétation et les 
procédures traditionnelles de traitement du désordre 
mental en milieu wolof et leébou et dans sa construc- 
tion des modéles, il définit quatre niveaux d’interpré- 
tation des troubles mentaux et les modalités thérapeu- 
tiques qui y correspondent. L’ensemble de ces repré- 
sentations est partagé par la société qui ne reconnait 
a personne le monopole dun discours objectivant et 
spécifique sur le malheur social ou biologique. Le 
malade parle le méme langage que ses proches et ses 
thérapeutes. La conception de la maladie est sociale, 
morale; mon mal est léffet de desir d'un autre: 
ancétre, esprit (rab, jinne, seytaane) ou humain (démm 
ou sorcier-anthropophage, ou encore un effet du 
li’geey ou magie active). Ce mécanisme de la projec- 
tion persécutive, dont le symbolisme magicoreligieux 
wolof-lébou fournit 4 tous et en permanence des sup- 
ports collectifs et organisés, permet a chacun d’enra- 
ciner dans son inconscient l’ouverture sur autrui. Face 
a l’événement, qu’il s’agisse d’expériences franchement 
pathologiques ou de difficultés ou échecs quotidiens, 
chacun, poursuit zempléni, est en mesure de se faire 
entendre par les autres au moyen de messages indir- 
ectes qu’un dispositif symbolique lui permet de for- 
muler. Les procédures curatives se fondant sur ce con- 
sensus primaire des représentations partagées opérer- 
ont une transmutation d'une expérience personnelle, 
angoissante dans son altérité, en une expérience col- 
lectivement symbolisée par la médiation rituelle 
réintégrant l’individu dans le socius et sa loi. Les 
explications traditionnelles de la maladie et léthique 
sociale communautaire qui impliquent assistance 
entiére de la collectivité font en général que la notion 
de rejet n’existe pas. L’individu faisant lexpérience 
de l’étrangeté de la maladie mentale n’est pas dans 
ces conditions aliénét. L’étiquette de fou nest donnée 
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qu apres l’échec de longues et patientes tentatives pour 
délivrer l’individu de ce dont il est atteint. Devenu fou, 
il reste néanmoins dans sa famille, surtout en zone 
rurale. Sil est parfois entravé, c’est pour l’empécher 
de fuguer et de nuire; il n’en demeure pas moins un 
membre du groupe et objet de sa sollicitude. L’éle- 
ment de référence est constitué par la communauté qui 
garantit a lVindividu la conservation de ses rapports 
avec les autres hommes, la nature, les ancétres ou la 
divinitieé. Ses biens et ses droits personnels sont 
protegeés, gerés par le groupe sous l’autorité du chef 
de famille; il peut les retrouver et les exercer a nou- 
veau pleinement en cas de rémission des troubles. 

Cette structure bien str, est actuellement influencée 
par l’acculturation et les changements sociaux qui 
soperent plus profondément en milieu urbain. Le 
pouvoir central d’une administration affirme de jour 
en jour un autre mode de gestion sociale fondée sur 
une conception conventionnaliste du droit étayée par 
une morale utilitaire et un type d’échange ou se 
mesure le prix des valeurs d’usage. C’est dans ce con- 
texte des difficultés de la rencontre de deux cultures 
que l’action du psychiatre se situe en Afrique. La con- 
tradiction entre son investiture sociale, qui en fait un 
agent de cet ordre social nouveau qu'il le veuille ou 
non, et les exigences de son éthique professionnelle 
en rapport avec son projet thérapeutique parfois diffi- 
cilement ajustables avec l'ensemble organisé des 
valeurs traditionnelles partagées par ceux qui ont 
recours a ses soins, éclate, mieux qu’ailleurs peut étre, 
au grand jour. 

Le comité régional de l'Afrique de l’'O.M.S. a con- 
sacré les discussions techniques de sa session de 1976 
a la médecine traditionnelle, le séminaire annuel de 
l’Association Africaine de Psychiatrie 4 Yaoundé (28 
septembre-3 octobre 1977) avait pour théme la psy- 
chiatrie traditionnelle. Cet intérét manifesté pour la 
médecine traditionnelle se justifie par le fait que les 
guérisseurs s’occupent encore de 80% au moins des 
désordres mentaux chez les Africains. Les malades, 
méme suivis dans les formations sanitaires, ont 
recours, pendant ou apres leur traitement, aux circuits 
traditionnels pour recouvrer tranquilité de l’esprit, se 
mettre en régle avec l’ordre symbolique social et la 
loi des ancétres, voire pour favoriser l’action des 
médicaments modernes, consolider la guérison. L’ex- 
perience acquise montre que la nosologie psychiatri- 
que est variable d’une zone culturelle a une autre, 
que les médicaments utilisés dans le traitement des 
maladies mentales sont également  susceptibles 
d’opérer de fagon différente selon l’environnement 
physique et culturel. La conséquence évidente de ces 
constatations doit étre ’abandon d’une position eth- 
nocentrique et adoption d'une conception plus rela- 
tiviste de la connaissance: “le monde ne peut se con- 
cevoir qu’en fonction des différences de culture, de 
traditions et de développement économique, c’est-a- 
dire comme un systéme de régions différentes mais 
interdépendantes” (Messarovitch et Pestel: Stratégie 
pour demain, Club de Rome). 

Les pays africains, compte tenu de leur sous-équi- 
pement, ne peuvent actuellement satisfaire la 
demande d’assistance en matiére de santé mentale. 
Les modeles occidentaux, coiiteux sur le plan budgé- 


* Pour les communautés. 


taire et sur le plan social, sont carents. Le Professeur 
Thomas Adéoyie Lambo [75] analysant le “village- 
system” qu’il avait mis en place dans une zone rurale 
du Nigéria, soulignait le fait “qu’un malade peut étre 
admis dans un village, traité a l’intérieur de la com- 
munauté sans étre entré dans aucune institution for- 
melle telle qu’un hopital”. En Afrique, tout ce qui est 


fait pour "homme doit étre pensé dans la logique com- 


munautaire et passer par celleci pour étre regu et assi- 
milé. Une telle démarche est alors le garant d’une par- 
ticipation active de tous a la réalisation de l’action 
projetée. Les services de santé, singuliérement les ser- 
vices psychiatriques, ne tiennent pas suffisamment 
compte de cette donnée essentielle. Les tentatives d’in- 
troduction de l'environnement habituel du malade et 
admission d’un accompagnant de celui-ci a la clini- 
que psychiatrique de Fann-Dakar, bien qu’elles aient 
modifié radicalement le visage du service ne sont 
encore que des palliatifs. 

Le décret 75-1093 du 23 octobre 1975 portant 
création de villages psychiatriques dans les différentes 
régions du Sénégal stipule en son article 2: “la popu- 
lation des villages est constituée par l’ensemble des 
malades, des membres de leur famille qui les accom- 
pagnent pendant leur séjour et des soignants”. II est 
ainsi tenu compte de la réalité socioculturelle dans 
les campagnes. Mais il y a certainement d’autres 
formes d’assistance en soins de santé mentale moins 
couteuses: soigner par exemple le malade dans sa 
communauté par le recours a des auxiliaires a super- 
viser ou encore dans le cadre des services de santé 
de base existants. Cette approche, outre qu'elle évite 
la désinsertion sociale du malade, permet de concré- 
tiser un politique d’éducation sanitaire et d’actualiser 
les possibilités participantes de la communauté. 
L’admission en milieu hospitalier devrait étre réservée 
a des cas d’espéce. D’autres formes d’assistance doi- 
vent étre recherchées dans les grandes villes en s; in- 
spirant des réalités locales. 


Les exigences des pays en développement 
Le 16e rapport du comité O.M.S. d’experts de la 


santé mentale [76] montre que “40 millions 
d’hommes, de femmes et d’enfants souffrent de trou- 
bles mentaux graves non traités” alors que ces pays 
ont besoin d’hommes sains capables de participer a 
la bataille contre le sous-développement. Ceci pose 
un grave probléme a l’humanité et aux professionnels 
que nous sommes. La proposition de déclaration de 
Hawai insiste essentiellement sur les droits de l’indi- 
vidu malade mental des pays bien pourvus (trop?) 
dans le domaine de la santé mentale. 

Pour nous il s’agit d’abord d’asseoir une assistance 
psychiatrique adaptée, repondant aux besoins et peu 
cotteuse. Les droits 4 défendre, ou plut6t a con- 
quérir* et les individus qui les composent sont dés 
lors: 


1. le droit aux soins de santé mentale pour l’ensem- 
ble des populations, particuliérement celles des z6nes 
rurales majoritaires et défavorisées; 

2. les soins seront dispensés dans le cadre des ser- 
vices de santé publique pour une meilleure intégration 
de toutes les actions sanitaires; 

3. les services de santé mentale a créer seront 
adaptés aux réalités socio-culturelles du pays; 
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4. les populations pourront bénéficier dune gamme 19. Szasz T. The myth of mental illness: foundation of a 


minimale de médicaments dont l’efficacité, les qualités 
de conservation et l’inocuité seront garanties et véri- 
fiées dans les conditions environnementales dutilisa- 
tion; 

5. la formation des différentes catégories de person- 
nel de santé publique sera repensée en fonction de 
taches précises 4 accomplir dans le domaine de la 
santé mentale; 

6. le droit d’attendre des gouvernements de nos 
pays d’autres modéles de développement qui introdui- 
sent moins de pollution morale, de désarroi et de 
troubles chez les individus et dans la communauté. 
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Abstract—This paper discusses the changing Puerto Rican folk 
practiced in a small urban center in New England. Two salient factors have been designated as primarily 
responsible for the rapid adoption of improved Western medico-nutritional practices. These factors 
are: (1) the social cohesion of the Puerto Rican community fostered by an extensive network of social 
ties and an integrated information referral system; (2) the large number of health and nutrition related 
agencies and agents working in the community. Especially important is the pivotal role of the nutritional 
paraprofessionals. Conflicts in health and nutritional ideology and in health care seeking behavior 
are explored within the context of the community. The conclusion is reached that the rapid accul- 
turation of the study community is unique compared to other Puerto Rican communities on the 


medico-nutritional system currently 


Mainland. 


INTRODUCTION 


The relationship between the Puerto Rican folk medi- 
co-nutritional system and the scientific medical sys- 
tem concurrently practiced in a small urban com- 
munity, Willtown [1], Connecticut is the focus of this 
paper. The study was conducted in 1972-1973 in an 
effort to define the biocultural variables bearing on 
the growth and development of Puerto Rican pre- 
school age children. A secondary goal was to eluci- 
date problems in the health care system as a basis 
for establishing more effective nutritional and medical 
educational-action programs in preventive and thera- 
peutic health care. Both medico-nutritional profes- 
sionals and community members expressed dissatis- 
faction and concern with the system of health care 
The author views the community’s internal organiza- 
tion of institutions and social networks as an impor- 
tant element governing medico-nutritional behavior 
Moreover, the referral function’ of the nutritional 
paraprofessionals is a pivotal influence in the rapidly 
changing medico-nutritional beliefs and practices of 
the Puerto Rican community members. 


METHODOLOGY 


Extensive interviews and observations were made 
in the community over a three-month period. Perio- 
dic follow-up interviews were made for over a year. 
Interviews and observational periods were generally 
unstructured and questions elicited information on in- 
dividual ideas and behavior in a number of medical 
and nutritional contexts. Important areas of inquiry 
included: belief in and practice of the hot-cold system 
of food and disease classification, attitudes and moti- 
vation in health facility use, and the importance of 
the maternal role in decisions regarding family nutri- 
tional practices. Puerto Rican community leaders, 
professional medical personnel in the community, 
nutritionists, home economists and Puerto Rican 
nutritional paraprofessionals working in Willtown 
through the Expanded Food and Nutritional Educa- 
tion Program (EFNEP), were interviewed. In addi- 


tion, observations and interviews were made in the 
homes of six families; one family was observed for 
over 100 hr during a 6 month period. A female Puerto 
Rican community member known to the families par- 


“wh “dir he } > ite ~ 
icipated in the home interviews 


DEMOGRAPHIC CHARACTERISTICS OF 
PUERTO RICANS IN 
WILLTOWN 


Willtown is a small town of 20,000 individuals. The 
Puerto Rican community is numerically difficult to 
define. People are constantly moving back and forth 
from Puerto Rico to the mainland thus leading to 
frequent changes in the composition of residential 
units. This mobility has contributed to the widely dif- 
fering official figures for the Puerto Rican population 
in Willtown. In the years 1970-1972, estimates varied 
between 900 and 3000 “Spanish-Americans” based 
on: (1) birthplace, (2) birthplace of parents, and (3) 
Spanish use as the primary language. Immigration to 
the city has been rapid. According to the U.S. Census 
statistics [2], there sixfold increase in the 
number of Puerto Ricans in Willtown in the decade 
1960-1970, from approximately 150-900 people. Yet, 
the U.S. Census underenumerated the population by 
surveying that segment of the community which was 
better educated, had a higher rate of employment, 
a higher income level, and was less mobile than other 
segments of the Puerto Rican population. The most 
accurate figures are based on a door-to-door census 
by a federally funded agency, the Puerto Rican 
Opportunity Program (PROP) [3]. This survey esti- 
mated the Puerto Rican population of Willtown at 
2300 in 1970. 

The Puerto Rican community is poor. In 1970, 
based on the PROP data, 67% of the community 
existed at or below the poverty level as defined by 
federal guidelines. Although the Puerto Ricans were 
only 11.5% of the population in Willtown, they com- 
prised 40% of those receiving public assistance. Groff 
and Tomashek [4] reported that Puerto Ricans com- 
prised 19% of the lower class, 15°% of the middle class, 
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and only 1% of the upper class in Willtown, based 
on an index using educational level, family income, 
and occupation. A local textile factory employed 43% 
of the working Puerto Rican men and women over 
16 yr of age [5S]. Thus, factory employment was an 
important factor in attracting migrants to Willtown. 
Most of the working men held jobs that were classi- 
fied as unskilled or semi-skilled; the women worked 
as domestics and teacher’s aides. A number of men 
were left jobless when a local poultry processing plant 
closed in 1970. Less than 0.1% of the Puerto Ricans 
held professional or paraprofessional jobs [6]. 
Spanish monolingualism, low educational levels (one- 
third of the women over 25 yr of age had not com- 
pleted the eighth grade), and residential instability 
substantially limit employment opportunities in Will- 
town and adjacent communities. 

Most families either live in rundown private hous- 
ing or in moderately well-kept government subsidized 
housing in five enclaves in and around the city. There 
appears to be a high frequency of transient matrifocal 
households. 

In summary, the Puerto Rican population -of Will- 
town is impoverished. Poor housing, low income, a 
high proportion of unemployment, low educational 
levels and the additional problem of Spanish monoli- 
gualism contribute to this condition. 


THE SENSE OF COMMUNITY 


The Puerto Ricans of Willtown have a sense of 
community despite the constant population change. 
The Puerto Rican community is an inclusive group 
bound together by a shared sense of belonging and 
a distinct group identity. Many migrants are from 
the same areas in Puerto Rico. Because the com- 
munity is small, localized and Spanish-speaking there 
is an extensive network of ties: kinship groups, work 
associations, neighborhood groups, friendships, and 
voluntary socio-political organizations, all contribut- 
ing to group and ethnic identification [7]. These 
organizations foster strong social cohesion and, in 
many ways, the community replaces the nuclear 
family as the focus of stability [8]. The community- 
wide communications network facilitates adjustment to 
the urban setting for many of the recent emigrants 
from rural areas of Puerto Rico [9]. Informants sug- 
gested that integration into the community occurs 
within a year of arrival. Further evidence in support 
of community solidarity comes from the study of 
Willtown by Goff and Tomashek [10]. Sixty-four per- 
cent of the lower class felt that Willtown was a good 
place to live even though approximately 55% cited 
job opportunities as poor and 45% cited housing faci- 
lities as poor. These authors state that social soli- 
darity and personal relationships may be important 
factors in satisfaction concerning living conditions. 


THE HOT-COLD PARADIGM: TRADITIONAL AND 
TRANSITIONAL MEDICO-NUTRITIONAL BELIEFS 


Ideas about what food is and how it nourishes the 
body are related to beliefs about health. The hot-cold 
paradigm exemplifies the intimate relationship 
between medical and nutritional beliefs and practices. 
This dichotomy of hot and cold (or cool) refers to 
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the symbolic power inherent in foods, herbs, medi- 
cines, and bodily states such as pregnancy and men- 
struation. In classical Greek disease nosology there 
are four bodily fluids or humors, each characterized 
by a combination of heat or cold and wetness or dry- 
ness [11]. In this system, for example, blood is char- 
acterized as hot and wet. Good health requires that 
the body stay in balance, neither too hot nor too 
cold. 

Maladies characterized as cold (eg. headaches, 
rheumatism) are often associated with sensory or 
motor function and with symptoms of pain and im- 
mobility. Heat-produced maladies (eg. rubeola, 
chicken pox) are associated with symptoms of fever, 
rash, and coatings of the tongue and mouth. How- 
ever, the etiology of digestive disorders is ambiguous. 
They may be due to an over-abundance of either hot 
or cold depending on the presence of other symptoms. 

When illness due to natural causes occurs, tradi- 
tional treatment involves the use of counteracting 
(neutralizing) hot or cold substances to restore 
balance. The use of herbal teas, emetics, and cathar- 
tics to cleanse the system is the initial therapeutic 
procedure, followed by feeding appropriate foods and 
herbs. In addition, alcohol rubs, massages and com- 
presses are employed externally to reduce fevers and 
relieve discomfort [12]. 


THE HOT-COLD PARADIGM: CURRENT BELIEFS AND 
PRACTICES 


The present folk medico-nutritional system prac- 
ticed in Willtown is a product of merging aspects of 
both the traditional hot-cold theory and the scientific 
theories of nutritional needs and disease nosology, 
etiology, treatment and prevention. New ideas and 
behaviors have been integrated with or have replaced 
some of the prescriptions and proscriptions of the 
hot-cold theory. Beliefs and treatment patterns have 
elements of both a generalized American pattern as 
well as the traditional system [13]. 

This mixed pattern of beliefs and behaviors of Will- 
town Puerto Ricans is exemplified in statements 
about food and child health and in the treatment of 
childhood diseases. Frequently, milk is mentioned as 
an important part of the child’s diet. It is the “most 
healthful food” and is responsible for “building teeth 
and bones”. Correspondingly, there was a high use 
of milk and milk products (cheese, ice cream, custard) 
among the children in Willtown [14]. 

If a child has a cold, however, cold-classified milk, 
as prescribed by the hot-cold therapeutic system, is 
withheld from the child. If cold-classified fruit juice 
is given, some women neutralize the juice by adding 
hot-classified sugar or preference may be given to 
sweet fruit nectars (peach, pear, apricot). The verba- 
lized reason for adding sugar or using fruit nectar 
is that the children “like them better”; not that sugar 
is necessary to counter the cold element of the juice. 
By contrast, milk may also be withheld from children 
with fevers, contradicting the traditional pattern. The 
association of milk with phlegm and rashes may 
account for this new prohibition. Not surprisingly, 
the most frequently mentioned concern of mothers 
of young children was respiratory tract diseases, such 
as colds, bronchitis and asthma. These diseases were 
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- usually attributed to the climatic change from the 
warm, moist air of Puerto Rico to the drier, colder 
air of New England. 

Another important dietary item in the medico- 
nutritional system is meat. Meat is believed to “build 
the blood and the body”. Yet, pork meat and fat (tra- 
ditionally classified as both hot and cold) are thought 
to be the cause of much gastrointestinal upset, empa- 
cho, in children. Pork is withheld from children with 
both “hot diseases” (diarrhea, measles) and “cold dis- 
eases” (colds, muscle pains). 

The observations and interviews in Willtown indi- 
cate that children are generally well-fed at home and 
in school, day care, and Head Start centers. The only 
items frequently absent were green leafy vegetables. 
Observed families served ethnic foods such as plan- 


tains, chayotes, viandes (starchy vegetables), bacalao 


(salted dried codfish), refrito (a sauce of green pepper, 
tomato, and garlic), guava paste. They used high pres- 
tige canned fruits and canned soups, especially 
chicken soup. Typical American food items were also 
used: for example, sandwiches (eg. cheese, tuna fish) 
were prepared for lunches. These dietary observations 
may have been biased because the families that were 
visited were participants in the Expanded Food and 
Nutrition Education Program. 

The typical eating pattern was three meals a day 
for everyone plus frequent snacking for children 
Snack food items were usually fruit, fruit juice, 
crackers, chocolate milk, and bread with jam. Very 
few “snack” foods (eg. candy, potato chips) were 
observed in the home. Snacking makes an important 
nutritional contribution to the diet. Keleher and Val- 


luzzo [15] observed similar snacking behavior among 
low-income Puerto Rican children in a nearby city. 
They also noted that most snacking was maternally 
mediated among Puerto Rican children. Willtown 
adults, unlike children, are not regimented in eating 
behavior and apparently disregard food classification 
or hot-cold complementation or balancing. 


Adults, however, frequently complain about 
stomach pains which are generally treated with herbal 
remedies, non-prescription antacids, and dietary man- 
agement. Cathartics and emetics are not used as 
extensively in Willtown as in other Puerto Rican 
communities [16]. During pregnancy, a traditionally 
hot-classified physiological state, many women avoid 
eating hot-classified salty foods, fatty foods, and 
sweets. These prohibitions are traditional, and medi- 
cally sound. 

If special medicines or herbal remedies are needed, 
they are available in many local drugstores, super- 
markets, and in two small Puerto Rican grocery 
stores, bodegas, in Willtown. Specialty herb shops, 
botanicas, are present in a larger city 30 miles away. 
These shops sell religious articles and other parapher- 
nalia used in traditional curing practices. Individuals 
also transport herbs and medicines from Puerto Rico 
and relatives send medicinal items through the mails. 

In contrast to the pluralistic classificatory system 
in Willtown, Harwood [17] derived a well-developed 
tripartite classification (cold-cool-hot) of food, physio- 
logical states, and medicine based on interviews with 
Puerto Rican patients in New York City. New foods 
and medicines were easily incorporated into the hot- 
cold system according to the demonstrable effect they 


had on the body. For example, penicillin may pro- 
duce a rash or diarrhea, therefore it was classified 
as hot. 

Clearly, it is erroneous to view folk medical belief 
systems as homogeneous. In studies of other Puerto 
Rican [18] and Mexican American groups [19], in- 
vestigators found a substantial disagreement concern- 
ing the classification of specific foodstuffs, medicinal 
plants, and herbs. Classificatory and behavioral differ- 
ences occurred both within and between communities. 
Further investigations are needed to elucidate the 
diversified, complex, and changing cognitive aspects 
of the hot-cold typology and related behaviors. 


HEALTH CARE AND HEALTH STATUS 


In any society the process of healing involves the 
interaction of the lay referral system with the profes- 
sional medical system [20]. Polgar [21] states “the 
whole process of seeking help involves a network of 
potential consultants, from the intimate and informal 
confines of the nuclear family through successively 
more select, distant, and authoritative laymen, until 
the “professional” is reached. The path which is fol- 
lowed depends on a number of variables: disease his- 
tory, age, and sex of the subject as well as the classifi- 
cation and severity of the disease entity”. 

Traditionally, if home remedies were not effective, 
the family enlisted the aid of a folk practitioner, the 
curandera (female) or curandero (male). Today in Will- 
town, medical care is sought from physicians for most 
illnesses. The curanderas are consulted in those few 
instances when the syndrome would not be recog- 
nized by physicians or not successfully treated by 
them, such as in empacho, “indigestion”, 
(defined as the food sticking to the inside of the 
stomach), susto (shock), sorcery, or fallen fontanel 

Figure | is a flow diagram illustrating the path 
generally followed in seeking medical care in Will- 
town. Most frequently, home treatment is adminis- 
tered by the female head of the household. The choice 
of a curandero/a or a physician is a crucial decision 
based on disease classification, etiology, and past ex- 
perience. The preference for individualized medical 
care reflects the high value placed on close interper- 
sonal relationships. Figure | shows that a physician 
may not be consulted until after treatment is sought 
from the family, neighbors, and nutritional parapro- 
fessionals. Some physicians stated that they felt many 
parents waited too long before contacting them con- 


cases of 


cerning childhood diseases. 

The Puerto Rican community of Willtown is as 
healthy as other segments of the population. The dis- 
eases and nutritionally based disorders noted by Fer- 
nandez and his coworkers [22] in Puerto Rico were 
not reported by the physicians and school nurses in 
Willtown. For example, no doctor reported that intes- 
tinal worms or anemia were problems among the 
Puerto Rican children. School ‘nurses did give 
accounts of occasional cases of pediculosis (lice infes- 
tations). They were also concerned with the consis- 
tently small stature and low weight of the Puerto 
Rican children compared to U.S. standards. 

In contrast with earlier findings [23], obstetricians 
in Willtown report that prenatal and postnatal care 
is good among Puerto Rican patients. Women visit 
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the physicians early in pregnancy. The frequencies of 
toxemias and other complications of pregnancy were 
not noticeably higher among Puerto Rican women. 

The intensive network of communication which 
characterizes the Willtown Puerto Rican community 
facilitates the dissemination and acceptance of new 
medico-nutritional knowledge arising from individual 
physician-patient links. Social cohesion has been a 
major factor in the rapid adoption of improved medi- 
co-nutritional practices and, in part, is responsible for 
the atypical good health of Puerto Ricans in Will- 
town. By contrast, Suchman [24] found that social 
cohesiveness among Puerto Ricans in New York City 
insulated the community and lead to parochial atti- 
tudes about health care and skepticism toward medi- 
cal institutions. 


THE AGENCIES AND AGENTS OF 
MEDICO-NUTRITIONAL INFLUENCE 


The process of acculturation into the American 
medical system is facilitated by the large number of 
medical and nutritional agencies and agents present 
in the Puerto Rican community. Over 60 federal, 
state, and local organizations service the Puerto 


Rican community in economic, political, social, legal, 
and medical capacities. Those agencies and programs 
specifically involved in health care and nutrition are 
listed in Table 1. The performances of a selected 
number of agencies were ranked on a four-point scale 
from those least favored to most favored by members 
of the community [25]. The three socio-economic 
classes ranked the agencies very differently. The lower 
class, including most of the Puerto Rican sample, 
ranked the Community Action Program, Job Corps, 
and Food Stamps highest, and various health related 
programs lowest: Red Cross, Day Care, Health 
Clinics, and Family Planning. This rating may not 
be significantly related to behavior since as many as 
45-65% of the individuals in this socio-economic class 
had no opinion on the functioning of particular agen- 
cies. Even when an agency is not highly ranked, its 
individual personnel may be respected; and therefore, 
people will use facilities and participate in programs. 

The present investigation focused on one medico- 
nutritional program and its personnel. The federally 
funded Expanded Food and Nutrition Education 
Program (EFNEP) and its agents, two Puerto Rican 
nutritional paraprofessionals chosen from the com- 
munity, form the nexus of the medico-nutritional 
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Table 1. Institutions and programs of medico-nutritional acculturation operative in Willtown 


Institution/program 


Health care 


Functions 
Nutrition 


Puerto Rican opportunity 
program 

Expanded food and nutrition 
education program (EFNEP) 


Day care and Head Start: 


Public Schools K-12 


Adult education 


Food stamps 


Office of Economic Opportunity 
and (OEO) Community 
Action Programs (CAP) 
Puerto Rican Organization 
Program (PROP) 

Hospital 

Red Cross 


program 


home visits 
Local Universities 


Family Planning 
treatment 


Local Grocery Stores 
herbs 


network in Willtown. The Expanded Food and Nutri- 
tion Program, part of the U.S. Department of Agri- 


culture Extension Service, was initiated in 1969. 
EFNEP has the stated objective of improving the 
nutritional status of families with limited incomes. In 
the state-wide program over one-quarter of the 
450,000 clients are Puerto Rican [26]. Spanish and 
bilingual nutritional educational materials have been 
developed. These materials include information on 
diet, food budgeting, low-cost recipes, meal planning, 
sanitation and food storage. 

In 1972 in Willtown, over 100 homemaker families 
had participated in short and long-term nutrition 
education and monitoring (for example, repeated 
24-hr dietary recalls). Nutrition education programs 
were presented to preschool and school-age children. 
The nutritional paraprofessionals advised the pre- 
school day care center and Head Start personnel on 
meal planning and sound nutritional practices for 
children. A 4-H class in nutrition was held weekly 
for elementary school girls. Meals were prepared and 
recipes written in Spanish were distributed to the 
girls. 

The effectiveness of EFNEP depends on the func- 
tions and personal attributes of the Puerto Rican 
nutritional paraprofessionals. These indigenous com- 


Acta as community liaison; 
literature distribution 

Act as liaisons with hospital, 
visiting nurses, physicians, 
well-baby clinic, pharmacies; 
monitoring medically 
prescribed diets 


Provide medical, dental 
examinations for children; 
referrals for treatment 


Provide school nurse 


emergency caré; eye and 
dental examinations 


Distribute literature for 
human resources development 


Provide perinatal medical care, 
birth control information, 


Import medical supplies and 


Act as commmunity liaison; 
literature distribution 
Teach nutrition; preparation 
of meals; 4-H food 
preparation class, homemaker 
program; meal planning; 
educational programs on 
television 
Feed breakfast, snacks and/or 
lunch; nutrition education 
for aides and children; 
food preparation for children 
Provide hot breakfast and 
lunch, milk program; nutrition 
education; home economics 
Teach English and math classes 
focus on practical application, 
e.g. shopping in the supermarket 
Allow increased food purchases 
to low-income families; 
literature distribution 
Literature distribution 


Provide full medical care 
Provide emergency medical care, 


Sponsor nutrition education 
classes 

Provide perinatal education 
on diet; monitor weight; 
recommend special diets 

Import Puerto Rican foods, 
fresh vegetables and fruit 


munity members are personally concerned and _ in- 
volved in community affairs. They participate in the 
communication network and, therefore, avoid many 
of the problems associated with cultural and status 
differences encountered by non-indigenous health 
workers [27]. The nutritional paraprofessionals have 
strong interpersonal relationship skills and are experi- 
enced with socio-cultural factors which affect mental 
and physical health in the Puerto Rican community 
[28]. Health and Pelz [29] state that the community 
health aides usually know more about the specific 
target groups than anyone else in the health agencies. 
The aides have acquired their skills through life ex- 
periences rather than in academic settings. 

The nutritional paraprofessionals function as medi- 
co-nutritional educators and demonstrators. More 
important, perhaps, is their role as personal links in 
an extensive referral system which includes those indi- 
viduals and institutions involved in health (Table 1). 
They act as the primary liaisons between local medi- 
cal and social welfare agencies and the Puerto Rican 
community. Their activities range from obtaining 
clothes from the Salvation Army to assisting phys- 
icians in the explanation of medical procedures. The 
role of the nutritional paraprofessional is the most 
inclusive one in Willtown’s medico-nutritional subsys- 
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tem. Specifically, the nutritional paraprofessionals 
function in five major capacities [30]. 


(1) Information referral. The nutritional paraprofes- 
sionals provide people with information about where 
to go for assistance. They also call to make appoint- 
ments. 

(2) Transportation. The paraprofessionals provide 
transportation to and from agencies, hospitals and 
doctors’ offices. 

(3) Interpretation. Bilingual paraprofessionals are 
often called upon to interpret in a variety of circum- 
stances. 

(4) Advocacy referral. Paraprofessionals entering 
situations as interpreters frequently become spokes- 
persons in presenting a medical or financial problem 
to an agency employee. 

(5) Expedition. The paraprofessionals expedite 
obtaining required documents, forms, and services. 


An effective communication network is formed by 
those individuals (primarily women and children) 
who are known to the nutritional paraprofessional 
[31]. This group is central in the dissemination of 
medico-nutritional information throughout the com- 
munity. Thus, EFNEP in Willtown functions as an 
enculturating and acculturating mechanism in a wide 
socio-cultural context. 

In addition to the two nutritional paraprofes- 
sionals, Willtown has participated in university-spon- 
sored projects and investigations. These range from 
a comprehensive study of poverty in a small town 
[32] to projects involving cooking classes for adults 
and tutoring for children. An extensive adult educa- 
tion program with emphasis on the practical use of 
English and mathematics is sponsored by the town. 
Individualized Spanish instruction is available for 
pre-school and school-age children through day care, 
Head Start, and the public school system. 

An important focus of the community is the Puerto 
Rican Organization Program (PROP) [33]. This 
organization has political, social, and educational 
functions. It is viewed as the local Puerto Rican poli- 
tical organization by town, state, and federal govern- 
ment officials. PROP provides a meeting place for 
community leaders and sponsors celebrations and 
events of ethnic significance. PROP publishes a free 
and widely distributed monthly newsletter in Spanish. 
Educationally, PROP sponsors public forums; has 
standing committees on legal, economic, political, and 
social issues; and serves as a literature distribution 
point for EFNEP, Family Planning, Welfare, and 
other groups. One of the stipulated aims of PROP 
is to provide each Puerto Rican neighborhood with 
a resource person trained in civic affairs. 

In summary, these agencies are working to change 
(1) the socio-economic structure of the community 
(better jobs, more welfare money, better education for 
adults and children); (2) the behavior of individuals 
(reduced truancy in the schools, earlier visits to the 
doctor, better food buying practices); and (3) the per- 
ception of the individuals (market value of education, 
ideas on nutrition, concepts of scientific medicine). 
The dynamics of medico-nutritional acculturation of 
the Puerto Rican community of Willtown are unique 
because of the large number of educational agents 
and the strong social cohesion of the community. 
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CHANGES AND CONFLICTS IN 
MEDICO-NUTRITIONAL BEHAVIOR 


Alterations in medico-nutritional patterns are a 
part of a larger set of changes in the roles of migrant 
Puerto Ricans. Fitzpatrick [34] has examined the 
shifts in roles of spouses when they immigrate to the 
urban areas of the United States. Increasing occupa- 
tional opportunities and economic independence for 
women have led to the assumption of new authority 
roles within the home and within the community. 
Changes in employment status, the mass media im- 
pact of American culture, and the high proportion 
of matrifocal families have shifted the locus of author- 
ity to women [35]. These changes have augmented 
the impact of current nutritional and health care edu- 
cation programs. 

One area of change involves food selection and pre- 
ference. In Willtown, weekly 4-H cooking and nutri- 
tional classes are open to elementary school girls. 
These classes have been instrumental in changes in 
food preference, and, in turn, have fostered a conflict. 
One of the nutritional paraprofessionals reports that 
a few mothers of girls in the 4-H program complained 
that they had to throw out cooked rice because their 
daughters preferred other foods such as green salads 
and milk shakes. Children undoubtedly influence food 
selection through changes in their consumption pat- 
terns. The ramifications of newly learned dietary pre- 
ferences should be investigated further since they in- 
volve a challenge to the established role of the mother 
as the primary authoritative mediator of dietary be- 
havior of her children and primary teacher of food- 
related cultural patterns [36]. 

Observations in the homes of participants in the 
homemaker nutrition education-action program and 
information provided by the nutritional paraprofes- 
sionals and their supervisors indicate that participants 
are preparing nutritionally balanced meals and that 
they are buying food more economically. Nutritional 
records show a substantial change toward better 
nutrition for the families. For example, there has been 
a reduction in the number of purchases of high carbo- 
hydrate, low nutrition, prestige foods. In summary, 
EFNEP has been successful in modifying nutritional 
behavior. 

Changes in health care have also occurred in Will- 
town. Traditionally, curing is a specialty extending 
the medico-nutritional role of the female head of the 
household. Curanderas are female practitioners in a 
personalized system of medical care. They are known 
to the patient, cost little, speak the native language 
and use sacred as well as scientific remedies. Although 
health care clinics have had moderate success in Will- 
town, both physicians and patients prefer office visits 
which afford individualized medical care. Perhaps this 
preference also reflects a dissatisfaction with the 
Puerto Rican Island system of local health clinics. 
The acceptance of the United States medical care sys- 
tem by the Puerto Rican community in Willtown is 
due primarily to the efforts of the Puerto Rican nutri- 
tional paraprofessionals and the presence of a well- 
liked, local, Spanish-speaking Filipina pediatrician. 
Members of the community will seek medical help 
from physicians before seeking clinic or emergency 
care. If the family doctor cannot be contacted, how- 
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ever, a mother frequently will take her child to the 
emergency room of the local hospital. This procedure 
is consistent with the medical system in Puerto Rico 
where clinics handle all health care. Yet problems 
have arisen because the medical staff of the emergency 
room does not recognize the child’s illness as an 
“emergency”. They may refuse treatment or adminis- 
ter only cursory treatment (Figure 1). 

The observed changes in medico-nutritional behav- 
ior, in part, are a function of increased exposure to 
American medical culture on the Mainland and in 
Puerto Rico. The use of government sponsored medi- 
cal clinics is now common-place in Puerto Rico and 
virtually all children are born in hospitals [37]. Wel- 
fare, Aid to Dependent Children, and group health 
insurance policies offset the higher costs of medical 
care in the United States. 

Physician—patient communication is a pervasive 
problem in medical care. The bilingual nutritional 
paraprofessionals act as interpreters in doctors’ offices 
and in the hospital. There are few bilingual hospital 
personnel. Because of communication problems, be- 
haviors may be misunderstood. For example, a few 
of the doctors in Willtown view their “Spanish-speak- 
ing” patients as prone to hysteria and histrionics. Few 
of the physicians knew of the concurrent, if limited, 
practice of folk medicine. Furthermore, many medical 
and paramedical personnel were unaware of the far- 
reaching religious and social implications of some 
medical services such as the dispensing of birth con- 
trol devices [38]. 

Harwood [39] and Logan [40] (1973) have elabor- 
ated the functional aspects of the physician—patient 
relationship. They stress the heterogeneity of beliefs 
that exist among Puerto Ricans. Harwood [41] cau- 
tions physicians that they must be aware of their 
patients’ classificatory system and the behaviors that 
follow from these beliefs. Good communication is 
necessary for the physician to be able to assess patient 
adherence to folk medical ideology. The physician 
should elicit information concerning what the patient 
considers to be appropriate foods, medications, and 
regimens for the diagnosed illness. Knowledge of folk 
medico-nutritional beliefs and behavior allows the 
physician to work within the system to achieve the 
desired therapeutic effects. The physician may be able 
to select among alternative therapeutics or prescribe 
a procedure or placebo that will “neutralize” the hot- 
cold effects of the needed medication and therefore 
be acceptable to the patient. Most treatment prob- 
lems among Puerto Ricans in Willtown arose from 
the lack of a clear explanation of the need for medica- 
tion and mode and time of administration (eg. three 
times a day, after meals, three drops in water). Few 
problems were apparently related to beliefs concern- 
ing the hot-cold dichotomy. 

Greater reliance on indigenous Spanish-speaking 
nutritional or medical paraprofessionals would 
enhance communication between patients and doc- 
tors and would help elucidate individual differences 
in traditional medical ideology and practice. 


CONCLUSION 


In spite of current problems in the health care sys- 
tem, medico-nutrition acculturation has been very 
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rapid for the Puerto Rican community in Willtown. 
Through the efforts of the nutritional paraprofes- 
sionals, the community leaders, and the local phys- 
icilans a cooperative integration of the folk and scien- 
tific medico-nutritional systems is being achieved. 
Changes in community structure, attitude, medical 
personnel and institutional policy undoubtedly will 
continue to affect medico-nutritional behavior. 


SUMMARY 


This paper has presented a brief overview of cogni- 
tive and behavioral factors relevant to the functioning 
of the health care system in a small urban center. 
The focus has been on the transition from folk to 
scientific medico-nutritional practices, the institutions 
and personnel responsible for these changes. Areas 
of conflict have been discussed and practical sugges- 
tions have been made to resolve communication and 
behavioral problems. Two salient factors have been 
responsible. First and perhaps most important is the 
social cohesion of the Puerto Rican community. 
Because the community is small, there is an extensive 
network of social ties forming an integrated com- 
munication system and fostering a strong sense of 
community. Secondly, there are a large number of 
health and nutrition related agencies and agents 
working within the community. The Puerto Rican 
nutritional paraprofessionals are primary educators 
and liaisons in the medico-nutritional system. They 
are indigenous members of the community working 
within the social communication network. The syner- 
gism of these two complex factors has enabled rapid 


change in medico-nutritional practices in the Will- 
town Puerto Rican community. 
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THE SALIENCE OF ETHNO-PSYCHOLOGY FOR 
MEDICAL EDUCATION AND PRACTICE* 


HowarbD F. STEINt 


Abstract—The author posits that ethno-psychology, as one expression of community-psychology, cannot 
a priori be assumed to be either a vital or an inconsequential variable in a given patient. The paper 
presents a model whereby the salience of ethnicity can be assessed in terms of levels and parameters 
of personal cultural meaning, as opposed to a formulistic ethnic “cookbook”. Ethnographic vignettes 
are provided from the writer’s teaching experience with medical students, and with residents in family 
practice and psychiatry. 

While the teaching of psycho-cultural dimensions of illness and health has traditionally focused 
on the identified patient and the culture “out there”, the author suggests that the social sciences 
could be taught with greater clinical effectiveness if the issues of ethno-psychology (that is, the influence 
of conscious and out-of-awareness values, premises, roles, expectations, attitudes, beliefs, conflicts, etc.) 
were to be explored (a) in relation to the student and practitioner's own lives, and (b) dialectically, 
as the student and practitioner experience and attempt to understand their patients’ experiences. With 
insight into how they use their own cultural “tool kit”, medical students and residents feel freer to 
inquire into their patients’ normative base line and how their patients use their culture—which knowl- 
edge physicians can use in their treatment plans in the service of meta-cultural health. Psycho-cultural 
“context” becomes for the clinician inseparable from the pathological “content” first presented. By 
personalizing the medical students and residents’ clinical learning of ethno-psychology, we can discern 
in their treatment of patients a subtlety that would not have been possible without this approach. 
That is to say, the “subject” of ethno-psychology in medical education and practice is simultaneously 


the student/practitioner, the patient, and comparative epistemology. 


INTRODUCTION 


In American medical education and practice, psycho- 
social factors tend to be regarded at best as “back- 
ground”, and at worst as a nuisance either to be con- 
trolled for or ignored. This paper argues that these 
factors must be seen as part of a Gestalt in which 
disease content is contextually inseparable from illness 
experience and therapeutic relationship. One much 
neglected context is that of ethno-psychology, the cul- 
tural set or pattern of beliefs, values, assumptions, 
expectations, shared defenses and their collective 
representations, and underlying psychodynamic con- 
flicts. To the degree to which ethnicity as a system 
of meaning is expressed in some form of community, 
to that degree is ethno-psychology a branch of the 
more generic community psychology. 

From the outset, I purposively allow the terms 
“ethnicity” and “community” to remain ambiguous, 
sO as not to overdefine them and then attempt to 
conform data to a deductive concept. In fact, I suggest 
that the very ambiguity is essential not only for schol- 
ars and researchers in ethnicity and community, but 
in teaching the parameters’ of ethnicity and com- 
munity to student clinicians and clinicians. Examples 
will be drawn from the author’s experience of teach- 
ing clinical behavioral science with residents in family 


* Paper presented at the American Psychological Associ- 
ation, Division 27, “Training in Community Psychology 
for Medical Students and Physicians”, 31 August 1978. 

+ Associate Professor, Medical—Psychiatric Anthropol- 
ogy, Department of Family Practice and Community 
Medicine and Dentistry, College of Medicine, University 
of Oklahoma Health Sciences Center, Oklahoma City, 
Oklahoma 73190. Consultant in Behavioral Sciences, Enid 
Family Medicine Clinic, Family Practice Residency Pro- 
gram, Enid, Oklahoma. 


practice and psychiatry, and with students in medical 
and physician’s associates programs. An additional 
perspective is derived from some 10 years of intermit- 
tent ethnographic research the author has conducted 
among multi-generation Slovak- and Ruthene-Ameri- 
can families in the “Steel Valley” region of western 
Pennsylvania; and from research into contemporary 
ethnic identity revitalization. 


WHAT IS ETHNICITY? 
WHAT IS COMMUNITY? 
WHO ARE THE “NATIVES”? 


Deductive concepts and models immediately get us 
into trouble, even though we probably would not 
know it, for we “automatically” base our model on 
our own cultural experiences. That is, our approach 
would be culture-bound. We might say that a com- 
munity denotes a geographically bounded unit, cor- 
porately closed to some degree, usually including resi- 
dential continguity and relative permanence, and con- 
taining within it a complement of social institutions 
which help assure the persistence of the community 
over generations. Thus, the immigrant American 
“little Italys” and “little Hungarys” and religious or 
racially segregated or self-segregated ghettos would 
correspond to ethnic communities of this ideal 
Weberian type. The conceptual difficulty with this 
image of community is that it is a closed system un- 
imaginatively stati¢, and second, that it is only one 
of numerous ways in which ethnicity and community 
intersect. Ethnicity is reified into a fictitious, homo- 
geneous whole, a “natural”, harmonious world before 
the “Fall” of acculturation, secularization, and moder- 
nization. 

The contemporary romanticization of ethnicity 
does not assist us either, since its “remembrance of 
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things past” reinforces the image of monolithic, separ- 
ate entities having distinct boundaries and identifiers. 
The cultural model behind this new pluralism is that 
one tends to be viewed in terms of either/or, say 
Polish or acculturated/assimilated American. There is 
usually no room provided for different levels or situ- 
ations (contexts) of ethnicity. If we are to teach clini- 
cally a genuine respect for pluralism, then we must 
take pluralism as it comes, not formulistically pack- 
aged. I first learned this from my students. During 
one class in behavioral science at Meharry Medical 
College, I had elegantly presented a lecture based on 
my own research, on how Slovak—American psycho- 
cultural attributes come to bear on illness attitudes 
and behavior, “compliance” with medical authority, 
and the like. My students, predominantly Black, then 
challenged me: What are you going to tell us Blacks 
are like now? Is “racial” stereotyping to be supplanted 
by a no less invidious (though certainly insidious!) 
“cultural” stereotyping? As a psychiatrically-oriented 
teacher, I could have dismissed the questions as 
“resistance”, “defense against insight”, and the like. 
For, certainly, Black culture in America has some 
definite common denominators. I could have aggres- 
sively brought out the enthnographic record and 
made my case. However, the classroom group-process 
was itself a cultural or ethnic phenomenon to be 
taken carefully into account. And I was not outside 
the process: I had to take into account their percep- 
tion of my Whiteness and Jewishness, just as I had 
to take into account both my and their perception 
of their Blackness. We engaged in groping toward 
understanding different worlds of meanings and rela- 


tionships, moving away from instant knee-jerk stereo- 
types. In another class, this one with family practice 
residents, a Black resident whose home was New 
Orleans and a Black resident whose home was inner 


city New York discovered enormous disparity 
between their supposedly identical ethnic and com- 
munity experiences. The resident from New York 
spoke of suspiciousness, of locking doors, of the im- 
minent fear of violence during the day as well as at 
night. His ethnic counterpart from New Orleans 
smiled in disbelief, and proceeded to contrast his ex- 
perience: streets safe even in the middle of the night, 
no need to lock doors (which would be interpreted 
by neighbors as unfriendliness), porch get-togethers 
lasting long into the night, and the like. 

From experiences such as this I began to rely less 
and less on formal lecturing “about” ethnicity, and 
to observe and utilize the group dynamic as a means 
of illustrating many if not all the principles I wished 
to convey. I often choose the paradoxical method of 
leading by following, as for instance in the above 
example, which I used serendipitously to illustrate 
intra-ethnic variation,-the influence of regionality on 
ethnic groups and community organization, and the 
like. In each class setting, from some 35 first-year stu- 
dents, to a case-conference with four family practice 
residents, I became able to teach best by inquiring 
into the subtle, complex, lived-in realities not only 
of the people to be “served”, but of the students them- 
selves. Not only “they”, the patients, are the natives, 
but also “we”, the professionals. 

For 3 years I offered a course for third- and fourth- 
year medical students in community psychiatry, held 
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during 5-week clinical rotations in psychiatry. Stu- 
dents chose from an open-ended list of field sites in 
which to conduct participant observation and inter- 
views; they reported not only on their “findings”, but 
on the process of their work, throughout the rotation. 
During class, presentations on community structure, 
family dynamics and its relation to psychodynamics 
were made by the social worker who directed the 
“consultation and education” component of the com- 
munity mental health center, the director of the alco- 
holism and drug abuse unit, the resident pastoral 
counselor, etc. Students who were at first chagrined 
and angered by the seemingly open-endedness, non- 
directedness, and “irrelevance” of the method, almost 
invariably became enthusiastic about their discovery 
of relationships and meanings that the dominant bio- 
medical model excluded. And many of those students 
who remained disgruntled throughout this forced- 
exercise returned a year later to tell me how, almost 
mysteriously, this experience had indeed grown on 
them, and would be valuable in their more open- 
ended approach to patients. 

The salience, let alone the definition, of ethnicity 
and community, emerged through clinically-related 
experience. The students and residents began to dis- 
cover what researchers are often loathe to admit: that 
one can understand neither ethnicity nor community 
as a unidimensional, superorganic, reified thing. 
Rather, it is necessary to conceptualize—inductively 

culture and community as a reticulated system of 
meanings and relationships which can take any 
number of geographic or demographic shapes. The 
concept that best fit the range of observations from 
the most “rigid” corporate entity to the most fluid 
is that of the “personal community” [1] or network. 
For instance, Gould [1] has shown that for industrial- 
izing India, as one moves from the rural to the urban 
arena, caste undergoes a change in function. “Caste 
... ceases to be a ‘system’... —that is, a localized hier- 
archy of occupationally specialized and ritually differ- 
entiated groups oriented to local Brahmans—but 
comes to operate as a kind of social interlacing within 
the emerging industrial civilization” [1, p. 142]. Caste 
tie becomes a kinship tie. 

We thus arrived at a paradox: that the locus of 
ethnicity is not in an abstract concept, or in a set 
of disembodied rules, norms, values, and institutions, 
but in individual subjective experience, in personal 
meaning. What ethnicity is is what it means, how it 
is used. It does not stand out-of-context. This is not 
to reduce ethnicity and community to individual psy- 
chology, but to recognize that culture is not some 
abstract force independent of the individual. Rather, 
one must constantly shift focus from those outside 
forces shaping the individual (ranging from earliest 
developmental experiences to current ones) to those 
internal and internalized forces which in turn are 
externalized (projected, dissociated, displaced, etc.) 
onto reality, which come in turn to define reality, and 
which can become agents of personality and social 
change or continuity or both. 

One immigrant Slovak-American I have known 
since 1970 farms several acres much in the same way 
as he farmed in Europe—yet he welcomes the use 
of the motorized deep plow, the lawn mower, and 
the garden hose. He devoutly attends the Sunday 
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mass conducted in Church Slavonic, yet shuns the 
weekly “Slovak Hour” on the radio for an equal 
devotion to baseball and football games. His eldest 
son, on the other hand, reluctantly taxis his father 
to and from church, avoids entirely the world of com- 
petitive sports, idealizes the pre-immigrant world his 
father fled. The son lives with his Anglo-American 
wife in a thoroughly middle class neighborhood and 
home, while his father, whose home (in which the 
children were reared) is only a short walking distance 
away, lives a lean life enshrined with religious arti- 
facts. In overt behavior, father and son would seem 
to be opposite in their illness behavior, the father 
obdurately traditional, the son thoroughly Ameri- 
canized. The father is resiliently independent, demon- 
strating his ability to suffer and not need or ask for 
attention; he seemingly is struck by none of the 
American afflictions (colds, flu, etc.) and must be 
dragged under protest to the doctor by his son. The 
son, on the other hand, has had a host of allergies 
since adolescence, and is under regular medical super- 
vision and medication. Yet father and son alike share 
the identical traditional ideology of strength, resil- 
ience, independence, long-suffering patience. The son 
does not actively seek the “sick role”, and indeed pro- 
tests his ability to take care of himself, his wish to 
be let alone, and the like. His wife, however, helps 
him to fulfill the forbidden wish to be taken care of, 
by taking good care of him without his having to 
ask. It is not only possible, but necessary, to see in 
this family the subtleties of ethnicity, both overt and 
covert rules and roles [2,3]. Furthermore, this 


example points to the necessity of looking at accul- 


turation toward American identity as a bona fide 
“ethnic” phenomenon as well. It is necessary to know 
how traditional Slovak and American cultures are in- 
tegrated, compartmentalized, situationally manipu- 
lated, and the like, by an individual, and, developmen- 
tally as well as currently, why. One must be as finely 
attuned to the motivation for remaining traditional 
(in which aspects of life?) as one is to the motivation 
for acculturation (in which other aspects of life?). 
Neither culture nor personality nor community can 
be taken as a given; one must know what either con- 
tinuity or change mean in terms of an individual’s 
psychic economy as well as the wider political 
economy! 

While there is admittedly a gargantuan literature 
on ethnicity in American life [4-9] too much of it 
either takes ethnicity to be the single most important 
factor in a person’s life, or the only base-line against 
which to measure clinically and treat an individual 
(read: readjust, resocialize), or both. I find it far more 
helpful to inquire into those conditions, both internal 
and external, that contribute to the further involution 
of a closed system, or to the development of an open 
system. What family therapist Ivan Boszormenzi- 
Nagy argues for the conceptualization and treatment 
of psychopathology in the family context, I would 
extrapolate to the conceptualization and treatment of 
psychopathology (indeed, all pathology) in the cul- 
tural context: “The family therapist should learn how 
to integrate the individual and system-determined 
components of motivational determination into a 
whole. It takes a certain family system and a certain 
individual personal makeup to both stay in or move 
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out of any transactional family system” [10, p. 411]. 
The “method”—if it can be called one—I use more 
than any other to develop in the student and resident 
a sense of the relationship between culture and per- 
sonality, and their relationship to illness and therapy, 
is self-reflexive ethnography. I use consultations, case 
conferences, home visits, and the like, often as a pre- 
text in which I can help the student or resident dis- 
cover his own reticulated system of meanings and 
relationships. It is not that the patient is unimportant! 
Rather, the student or resident’s self-knowledge is a 
key to his ability to understand—nay, his willingness 
to reach—his patient. As the student or resident 
comes to be able to identify the role culture plays 
in his own life, he can to that extent come to respect, 
and critically evaluate and use therapeutically, the 
cultural system of his patients. Ironically, the Freu- 
dian method becomes an indispensible key to under- 
standing the dynamics of culture and community. 


CULTURAL CONTEXTS, CULTURAL 
LEVERS, AND INSIGHT 


R. W. Lieban writes that “an anthropological study 
of health and the occurrence and means of coping 
with disease can involve one deeply in the manner 
in which people perceive their world, in the character- 
istics of human social systems, and in social values” 
[11, p. 1033]. I would add, following Arthur Hippler 
[12, pp. 18-19] that an ethnomedical system can 
readily disclose the core psychodynamic conflicts and 
defenses characteristic to a given culture [13,14]. In 
order to understand the operation of any “health 
action” system [15], it is necessary to understand the 
cognitive, affective, and behavioral set that those in- 
volved through the decision making process bring to 
that system. 

Polgar [15] includes among the antecedents of 
medical intervention (1) health status (epidemiologic 
considerations), (2) popular health culture, and (3) 
medical specialists and health personnel. The prospec- 
tive patient’s value orientations, conceptions of etio- 
logy, and family dynamics, and the like determine the 
decision as to what type of health action to take. 
Von Mering [16] and Foster [17] have elaborated 
on the importance of etiological theory in the choice 
of therapy. Explanations of disease are classified as 
“naturalistic” and “personalistic” (e.g. supernaturalis- 
tic, self-referenced) and the treatment of preference 
is determined by the theory of causation. A naturalis- 
tic cause calls for a naturalistic treatment or cure, 
and conversely. Of course, the two etiologic classes 
and treatments frequently overlap. For instance, an 
individual who is injured by a fallen tree may accept 
a “natural” explanation as to “why trees fall” (or “why 
bones break”, etc.) but may also ask “Why did that 
tree fall on me at that time?” which is a supernaturalis- 
tic (self-referenced) question. A Western medical 
expert in repairing bone fractures (e.g. orthopedist) 
will only treat part of the problem if he is not open 
to the patient’s other concerns, or if the patient senses 
or anticipates ridicule, or if the patient compartmen- 
talizes secular and magico-religious treatment. The 
patient’s ethno-cultural concept of etiology very much 
influences what form of “therapy” will be acceptable, 
because it is the one expected to be effective. 
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One must say the same for professional Western 
scientific practitioners of medicine: for a system of 
values, expectations, attitudes, and defenses governs 
them as well. In only recent years have researchers 
begun to pay attention to the cultural or “ethnic” 
aspects of the Western biomedical model which nar- 
rowly defines the domain of science and “real” medi- 
cine according to which Cartesian premise only the 
impersonal “res extensa” or empirical “objects” are 
admissable as the medical data for etiology and treat- 
ment. Thus, not only is the “supernatural” eliminated, 
but with it the entire realm of the dangerously subjec- 
tive. Western medicine does not concern itself so 
much with illness experience as with disease entity 
[18]. 

I do not wish, however, to make cultural relativism 
into an empty universal standard; rather, I find it 
useful only as a tool for the understanding of human 
behavior in its own context, recognizing that it is the 
business of a critical and self-critical science to ana- 
lyze and not naively buy into cultural systems of 
rationalization. To anyone who allows still for the 
primacy of reality testing in clinical evaluation, the 
belief in the existence of the bacillus of Koch (tuber- 
cular) is not of the same order as the belief in ghosts. 
Nonetheless, scientific moderns cannot rest self-satis- 
fied with the triumph of “culture-free” medicine, since 
it is as super-saturated with magico-religious myths 
and rituals as is the most “primitive” of medicines. 
And, alas, its ethnocentrism (group narcissism) is no 
different than that of all others. Only a culture of 
relatively shared childhood experiences renders it the 
plausibility, indeed, “necessity” that each sacred medi- 
cal system means to its members [19]. 

The advantage of the “ethnomedical model” 
[20-23] is that it attempts to integrate in a single 
system the “lay” or “popular” or “folk” system and 
the “professional” or “scientific” medical model. 
Kleinman [23, pp. 74-75] writes: 

This model states that “health” and “sickness” are semantic 
subjects which are inseparable from the differing ways they 
are conceptualized by patients, families, communities, and 
practitioners. Whereas the biomedical model reduces 
health and sickness to mechanical states divorced from 
person and social context, the ethnomedical model inter- 
prets them as labels of social statuses inextricably bound 
within networks of meaning that tie them to general cul- 
tural norms and concrete interpersonal transactions.... 
Rather than focusing on structural aspects of sick role and 
health status which are remote from individual experience 
and action... ethnomedical analyses have centered on the 
actual illness experiences of sick persons and have analyzed 
in concrete terms how they are perceived, labeled, com- 
municated, and managed in interactions with family, social 
network, and practitioners. ... 

Such an integrative, transactional model reminds us 
that therapeutic relationships (whether doctor—patient 
or between family members) are always negotiated, 
never given. On those frequent occasions in which, 
as my psychiatry and family practice residents pro- 
testingly insist, it appears that there is nothing to 
negotiate, it is only because (a) the negotiation has 
previously taken place, or (b) there is so much overlap 
between the ethno-cultural expectations and premises 
and values of the professional and patient that the 
negotiation takes places with unconscious smooth- 
ness. 
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What it means to share the same culture is that 
you do not have to explain the what, when, how, 
and why of every decision and procedure. In such 
homeostatically governed reciprocal relationships, 
each can count on the other without spelling out 
why—in fact, if asked why each can trust the other, 
each would find it difficult, so much is culture out-of- 
awareness [24, 25]. 

Breakdown in transaction occurs when meanings 
and relationships are not shared, and especially when 
the clinician refuses to accept the responsibility for 
understanding the patient. Here a label of clinical 
judgment barely masks self-righteous moralistic judg- 
ment: the patient who is merely “different” is seen 
projectively as “negativistic’, “non-compliant”, “a 
problem patient” (whose problem”), “a crock”, “a tur- 
key” and the like. The reason for the clinician’s rejec- 
tion of the patient is unambiguously clear in every 
case: the “different” patient (ethnically and otherwise) 
calls into question the clinician’s entire world-view 
and defensive organization it cognitively represents. 
Instead of questioning himself, so that he become 
more reality- and less ritualistically-based, he absolves 
himself of responsibility and cavalierly repudiates his 
patient through dissociation. “Difference” becomes 
identified as “defecit”. 

If by early or professional socialization, the clini- 
cian comes to prefer the patient who will sit about 
a metre distant; speak clearly but not too much; 
report with some detachment on his illness; and the 
like; then invariably he will find that Jews, Italians, 
Blacks, and Iranians come discomfortingly close; act 
emotionally out of proportion to the severity of their 
pathology (though each is different from the other 
in more subtle ways); and talk incessantly, all of 
which become clinical problems that “interfere” with 
good medical treatment. As Pendagast and Sherman 
nicely put it [26, pp. 9-10]: “Over the centuries, each 
group has turned their personal discomfort with 
others’ tradition into epithets about the ‘other 
group’s’ behavior.... Neither is aware of the things 
that influence and govern the other”. 

At this point I would like to raise a question con- 
cerning values and educational policy: Why does the 
onus for understanding and change rest with the clini- 
cians and not the patients? Traditionally, anthropol- 
ogy has persisted in the bad habit of siding with and 
championing the “underdog”, while showing disre- 
gard if not contempt for those in higher, official, 
positions—that is, only in Western and Westernizing 
countries. To many anthropologists, the traditional 
medicine man or shaman is a romantic figure who 
can do no wrong, while the physician is a loathesome 
agent of internal colonialism. If we are genuinely to 
respect the culture of each person, what justifies our 
asking the student clinician and professional to ques- 
tion his cultural premises? Yet does not insight 
enhance personal self-respect, and hence the ability 
to respect others? 

It is precisely here that we must confront the chasm 
between the ideal of training for scientific medicine 
and the training for shamanism and folk healer 
[27, 28]. The scientific clinician ideally learns to trans- 
cend not only the tradition(s) of his childhood, but 
received theories and dogmas regnant in clinical 
science. If the clinician is genuinely to be of help to 
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others, he must become aware of the defenses, values, 
expectations, and the like that function for him as 
“filters” to interpet the world and keep it—and his 
patients—unchanged. The traditional healer is 
schooled neither in doubt nor insight, but symbolized 
behavior called ritual. He meets the identified needs 
of his patient with rituals they expect and which only 
symbolically “cure”, when in fact they guarantee the 
need for “return visits” because both healer and client 
have an unconscious collusion in avoiding the under- 
lying shared conflict and in misidentifying the problem 
[29-31, 13]. Precisely because the scientific clinician 
must learn to listen both to the patient’s “presenting 
complaint” and to hear beneath it [32] and to avoid 
the countertransference problem of confusing himself 
with his patient, he cannot afford (for his patients’ 
sake) to be complacently “ethnic” (or any other 
labeled ideology system). 

This is so even when clinician and clientele share 
the same culture. One fairly commonplace argument 
today is that “Only an X can understand or treat 
another X”. The obverse equally absurd argument is 
that “Only a professional who is not an X can under- 
stand or treat an X”. In the first instance, self-decep- 
tive folie a deux is rationalized as a resistance against 
insight. In the second instance, the hubris of profes- 
sionalism and method serves as a resistance against 
emotional identification with the patient: the fear of 
countertransference. 

We here are confronted with the core of Sigmund 

Freud’s abiding contribution: that only by self- 
knowledge is genuine knowledge of the other, and 
genuine therapy, possible. What La Barre [33, p. 269] 
writes of the psychiatrist is surely true for all health 
professionals: 
The psychiatrist must know himself, through a rigorous 
and often painful didactic analysis, for he will not be able 
to see in his patients what he cannot afford to see in terms 
of his own defenses. He must constantly ask “What am 
I doing in saying this or asking that?”—that is, he must 
carefully watch his own countertransference to the patient. 
The work of Devereux [34] and La Barre [31] 
exquisitely illustrates how “the clinic” (the metaphori- 
cal analytic “couch”) is prerequisite to “the field” (self- 
aware research); likewise, training in self-awareness 
enables the clinician to perceive rather than projec- 
tively apperceive his patient. Ironically, one of the 
first places he must learn about ethnicity is in disco- 
vering his own: not for solipsistic self-indulgence, but 
heightened self-awareness. The final goal of self-aware- 
ness is not merely the ability to separate self from 
other. The goal is relational, not narcissistic. Just as 
insight “unfreezes” the clinician-trainee, so its pres- 
ence in a clinician—patient relationship can help like- 
wise to “unfreeze” the conflict areas behind the 
patient’s ethno-specific style of complaint, illness atti- 
tudes, and the like. 

What is true of classical psychoanalysis ought to 
be true of the best of medical care. Erik Erikson 
writes [35, p. 422] that “The ‘classical arrangement’,” 
namely, that of the analytic couch, “was only a means 
to an end—namely, a human relationship in which 
the observer who has learned to observe himself 
teaches the observed to become self-observant”. Any 
psychodynamically authentic “patient education” 
toward the goal of the “activated patient” ought to 
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foster in the patient the self-same goal which psycho- 
dynamically sound medical education fosters in the 
student-clinician: liberation from out-of-awareness 
cultural presuppositions and defenses, not a “de- 
culturation” but the ability at a higher level of ego- 
integration to make conscious choices in medical as 
well as other domains of life. 

Illness, “mental” or “physical”, offers to both 
patient and clinician an opportunity for the most part 
unavailable in the less consciously conflictful state of 
“health”: the awareness that psychic and somatic 
defenses, which we usually think of as “protecting” 
the individual, actually render him vulnerable. One 
might say that group-defenses are culturally-shared 
symptoms, acceptable to the degree that group- 
members tacitly agree not to examine the conflicts 
whose failure of resolution makes such defenses 
necessary. 

La Barre cogently writes [31, pp. 634-635]: “As 
in neurosis, protective narcissism is our worst enemy. 
... The sacred culture of any society is the storehouse 
of its emotional and intellectual defeats in the for- 
gotten past. Sacred culture is the autistic side of his- 
tory. Each ghost dance [cult or successful cult called 
‘culture’] is a failure in the secular adaptiveness of 
a society from which later men must somehow extri- 
cate themselves”. The clinical question is: Do we help 
keep our patients—or our students!—un-self-critically 
trapped in the reticulated emotional labyrinth of sym- 
bol and ritual, using their “ethnicity” to further entrap 
them at precisely the moment of illness or education 
in which liberating insight is possible? Or, do we use 
what we know of a patient’s—or student’s—ethnicity 
as a point of departure, as a “transitional object” [36] 
as a temporary “cultural lever” [29] recognizing that 
an acceptance of the patient “where he is” does not 
mean that we should keep him there or that he wishes 
to remain there? It would seem that an abundance 
of clinical and naturalistic data points to an inherent 
maturational potential in the neonate, one which can 
be tapped and nurtured throughout the life cycle. As 
Erikson [37] insists, though few would hear him, 
identity is not a fixed “Who am I?” achieved at ado- 
lescence, a totem-fetish to carry around like a defen- 
sive self-reminder which the pseudo-self must assure 
himself is not lost; rather, identity is a life-long pro- 
cess of becoming. Identity is more properly a transi- 
tive verb than a noun [38]. 

Accepting the culture or cult of the individual 
patient, and using it, sometimes paradoxically, toward 
the patient’s health, but likewise helping the patient 
not to need those defensive, rigidifying aspects of it, 
is clinically no different from how the good clinical 
or diagnostic psychologist or psychiatrist would 
assess and treat a florid psychotic. He would accept 
a delusional system or hallucination as being real to 
the patient, not challenge the patient’s reality, but try 
to understand it; and, over time, through the thera- 
peutic relationship, help the patient to understand 
why he had to take refuge from inner and outer 
reality in a particular form, and to help his patient 
liberate himself from the need for the psychotic system. 

How dare I, however, compare a lone psychotic 
with a venerable, tried and tested, ethnic tradition 
shared by thousands if not millions? La Barre writes 
[31, pp. 629-630): 
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In all belief systems...there is a quantitative spectrum. 
There is, first of all, the psychosis of an individual, that 
is, the personality or the “culture” of a single person; next, 
the folie a deux, a “psychosis” present in two persons that 
is no longer simple personality but already an incipient 
culture; next the folie a N, or the minority cult, the sub-cul- 
ture of a segment of the society; and finally the belief in 
many personalities, that is, their culture... the size of the 
believing group is no adequate criterion of truth. It is 
merely our quantitative (and inaccurate) rule of thumb in 
discriminating among psychoses, cults, and cultures... 
Once we accept the method of belief-testing we call 
science, we are forced to maintain that we know what we 
know Once we accept and only if we accept the possibil- 


“culture” of a society may be as much in error 
do we have the wit and 


that the 
the “personality” of a psychotic 
1eed to invent the as-if method of a scientific hypothesis. 
then makes sense only if we have learned to say “if” 

om a Clinical point of view, what this implies is 
“sample size” should exercise no influence on 

our judgment. And just as we are likely to err if we 
approach culture quantitatively, likewise are we to 
err if we measure a “community” by the numbers 
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ETHNICITY AND SUBTLETIES 
OF EXPERIENCE 


e topl “ethnicity” is to play a clinically 
role, then it must be taught and learned with 
subtlety and complexity as is present in the 

il quest for etiology, diagnosis, prognosis 

That ethnicity must rank with 

radiology, and Rorschach analysis. 

» know that a person is of Polish ancestry, 

ist or Roman Catholic religious parentage, 

» know worse than nothing: for the label evokes 
re the professional’s stereotypes about such labels 

than denotes useful information about the patient. 

Questionnaires are foredoomed, for they inquire 
about categories assumed a priori by the researcher 

ian to be relevant, while they tell us little of 

1e patient organizes his world affectively, cogni- 

1 behaviorally. American social science has 

egarded ethnicity, like religion, along some con- 

of “degree” rather than “kind”. Thus, one may 

e or less Polish. We persevere in asking “How 

yr Catholic is this person?” rather than the 

curate question, “How is the person Polish 

iolic?” The latter question gets at the individ- 

ual’s experience of ethnicity or religion, whereas the 

| question assumes that certain culture-bound 
questions will (circularly) verify cu/ture-bound assump- 

tions, namely, (a) that “ethnic” lies at one end of the 
continuum and that “American” lies at the other, and 
“ethnic” “American” are at identical 

levels of personal experience. Thus there is the likeli- 

hood that the biomedical model may indeed “expand” 
in order to accommodate ethnicity, but will admit 
ethnic data by conforming the data to the model. In 
my Own experience and that of others [39], physicians 
who become enthusiasts over ethnicity expect quick 

broad generalizations, all-encompassing 


(b) both and 


formulas, 

labels. The very complexity of thought and deliberate- 
ness and tentativeness they demonstrate and insist on 
with their residents in clinical case conferences when 
discussing the “medical” aspects of a case, they aban- 
don when it comes to ethnicity 


Yet the same scientific weighting is necessary if eth- 
nicity is to be more than a new clinical stereotype. 
Such variables are acculturation, generation(s) 
removed from immigrant progenitors, demographic 
patterns, geographic region, sibling position, intra- 
group variation, situationally influenced behavior, 
value orientations, in-group and out-group marriage, 
personal and family dynamics, age, sex, economic 
status, and the like all are variables that must be in- 
corporated into the clinical assessment of how a 
patient’s ethnicity influences or does not influence his 
or her illness behavior. 

An enormous literature has accumulated around 
the Latino “hot-—cold” syndrome, Black “voodoo” or 
“root work”. But surely if ethnicity is to be taken 
seriously we ought to be less voyeuristically excited 
with exotica, and more attentive to the much more 
ordinary, subtle manifestations of cultural behavior. 
Should we, moreover, assume that all Latino patients 
adhere to the balance theory of disease, and that all 
Latino patients prefer injection to oral medication? 
Or that all Blacks believe in the possession theory 
of disease? Is it not necessary to conform the clinical 
judgment to the individual patient, not the patient 
to an ethnic cookbook? Can we know the patient 
before he walks into the clinic or office? 

All this does not make ethnicity evaporate. Rather, 
ethnicity becomes itself a set of variables that need 
to be sorted, and, on the other hand, one context 
among many. We may know, for instance, that tradi- 
tional Navahos tend to be withdraw under 
anxiety, and utilize alcohol as an opportunity to dis- 
charge aggressive impulses. But we cannot assume 
any of these to be true if, in the initial part of an 
ethnic-medical history we merely learn that the 
patient is Navaho. What we know of the traditional 
base-line becomes a part of a hypothesis we must 
test with each datum we gather, not a template we 
impose and which substitutes for data. 

In a paper on ethnicity, illness, and treatment 
among five Florida ethnic groups, Clarissa Scott [40, 
p. 532] gives an example of 
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the many Puerto Ricans and Hatians who subscribe 
to the “hot-cold” theory. This is a belief system in which 
illnesses are classified as hot ; and food and 
cine, also classified th 
balance in the body; a “cold” medicine would be 
to counteract a “hot” disease. A Puerto Rican woman who 
is pregnant (considered to be a “hot” condition) will avoid 
iron supplements and vitamins because they are also con- 
sidered to be “hot”, and it is believed that they will upset 
the body’s natural balance. The wise physician will advise 
the patient to take her iron supplements and vitamins with 
fruit juice which, because it is classified as helps 
to maintain the proper balance of hot and cold in the 
body 
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To be able to deal with cultural appropriateness with 
patients from the Latino circum-Caribbean and Euro- 
pean culture area, the clinician must at least be aware 
of the fact that in different cultures, diseases and their 
treatment are conceptualized in a variety of ways 
[16]. He may then choose to become expertly familiar 
with certain cultures. However, and here I follow 
Devereux [30], what is most important is that the 
clinician understand the culture concept which would 
equip him to deal with patients from a variety of 
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cultural worlds. Note that I am not saying that the 
clinician must know every culture area—that would 
be impossible. But he must know that it may be 
necessary to ask, in order to determine the patient's 
frame of reference. More often than not, the patient 
would welcome this personal interest. The key, of 
course, is the personal frame of reference of the 
patient, whether it is a “cultural” system shared by 
millions, or a “delusional” system inhabited by a | 
psychotic. The epistemological status of both 
same: it is a matter of indifference whether 
is true, what counts is that it is believed to be true 
The clinician must then inquire into the “semantic 
network” or cognitive domains of his patient. In t 
instance, he would learn that “hot” and 
not correspond to the system of meanings domi nant 
in mainstream American culture. However, 
“many” Latinos subscribe to the hot-cold th 
obligation of the clinician is to determine 
the beliefs of a specific patient. For that 
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Pox vaccination was 
much more readily—even though 
etiology and treatment regimen was held 
for it. The difference, explained the physician 
smallpox is fatal, and that the pragmatic p 
was quite willing to forego its “ethnic” theory 
practice for something that work ed bette 

It simply is not enough to know thoroughly 
past; one must know the individual 
population—uses it. Just as the hypothetica 
Rican patient does not necessarily remain unchan 
throughout his American (or modernizing Puerto 
Rican) sojourn, likewise new experiences offer new 
options, and compel new decisions. To time-freeze 
ethnicity is to do injustice not only to individual 
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opportunity structure, and the specific meanings each 
has to the patient [49]. For instance, while a second 
generation Slovak—-American mill worker may wish 
and be invited to become a foreman, family envy and 
peer pressure from those in his native culture and 
in the culture of the mill may result in his declining 
the opportunity. (5) Characteristic ethno-specific re- 
sponse to stress. One cannot reduce the response to 
stress to the stimulus. One must know a group’s core 
conflicts, its characteristics defensive styles, value 
orientations [50], and those experiences which will 
be felt as genuine traumas. Thus, while competition 
may for a mainstream American be an opportunity 
for individual display and aggression, competition for 
American Indians from the Plains and south Plains 
was traditionally limited to displacement upon enemy 
groups, and should never be directed to a member 
of one’s group. Competition in the American class- 
room thus became a source of stress for Native Amer- 
icans, rather than, as for mainstreamed Americans (in- 
cluding some Indians), an impetus for greater per- 
formance. For many Indians, a characteristic response 
to anxiety is withdrawal rather than more ardent 
effort. Finally, if to Indians, the good person is one 
who shares all he has, not saves for himself, it is diffi- 
cult to plan for the future in an urbanized setting. 
(6) The family as agent of socialization for ethnic con- 
tinuity, acculturation, culture conflict, and the like 
[51]. The family is viewed as a microcosm of social 
continuities and discontinuities the developing per- 
son-become-patient experienced. It is in the early 
world of intimate family relations that the child intro- 
jects well (in a relatively conflict-free manner) or in- 
adequately the more remote or abstract cultural atti- 
tudes, beliefs, values, norms, roles, and the like. It 
is in the context of early object-relations that we can 
determine how and why the infant invests emotionally 
in familial cultural categories, symbols, and rituals 
that come to “embody” and represent personal mean- 
ing [43]. Moreover, through taking a careful, multi- 
generation family history [52], one is able to deter- 
mine the openly-expressed and forbidden emotion- 
laden issues in the family, relationships which are 
close and distant, places where emotional cut-offs 
occur, members who over-function and those who un- 
der-function, degree of differentiation-fusion, patterns 
of intra- and inter-ethnic (which groups?) marriage, 
and the like. One begins to understand what has been 
variously described as the irrational “basic assump- 
tions” [53], the system of “abandoning”, “binding”, 
or “delegation” [54], or the “family projection pro- 
cess” [52] in which unconscious familial-cultural roles 
are allocated and internalized. (7) The extended 
ethno-American community (from local to national 
voluntary associations) as agent for ethnic continuity, 
acculturation [55], culture conflict, nativism, and the 
like. Such a community network of institutions can 
serve in the capacity of beachhead, bulwark, buffer, 
and so forth. (8) Situational determinants: Place in 
the sibling order, coincidence of birth or conception 
with outer events, death of parent at early age, and 
the like. (9) The transactional process [24] between 
all these levels of analysis and experience, as they 
become introjected and/or projected, integrated 
and/or split off, resulting in a personality system that 
(a) through transference recreates earlier relationships 


in subsequent ones (spouse, children, employment, re- 
ligion, etc.) and (b) undergoes adult socialization that 
is either congruent with (a) or in conflict with it, 
resulting in further personality elaboration either in 
the direction of individuation or repetition. 

I find it essential to teach ethnicity clinically, that 
is, allow individual cases to illustrate the specific 
transactional process that allows the clinician to 
weight (rather than to assume the weight of) the above 
eight (and additional) levels of analysis. If I am to 
teach my students and residents how to determine the 
salience of ethnicity, then I cannot begin by assuming 
it. As heretical as it sounds, although I am an anthro- 
pologist, and although the culture concept is the pro- 
fessional territory and central dogma of my discipline, 
I refuse to “teach” ethnicity as though it were auto- 
matically rank ordered first in salience to the patient. 
However, if we broaden and deepen culture to con- 
note a system of meanings and relationships to the 
individual, not a system independent of him, then the 
task of clinical behavioral science is to determine 
which system(s) of meanings and relationships moti- 
vate the patient or client, why they do so, and how 
(if possible) to utilize them in the service of the 
patient’s re-integration, namely, health. One family 
practice resident recently discussed with me his treat- 
ment of two different women from Iran, one who is 
quite traditional, another who is seemingly modern. 
In both cases, the female patients came to the clinic 
for a pelvic exam to determine whether or not they 
were pregnant. However, the former refused to allow 
the male resident to examine her, while the latter 
accepted it as a matter of course. The resident in- 
quired briefly into the first patient’s personal cultural 
standards of modesty, and arranged both to his satis- 
faction and that of his patient, for the qualified female 
nurse to examine her. 

In every case, it is neither necessary nor possible 
for the clinician to spend untold hours with his 
patient and obtain a full ethnography of the patient’s 
culture! However, it is mandatory that the clinician 
know how to elicit cultural data that is clinically essen- 
tial. Precisely because no clinician (nor any 
anthropologist) can have a full command of the world 
ethnographic literature, or be able to pre-select per- 
fectly the culture of all his patients, the clinician has 
no choice but to become a good ethnographer! The eth- 
nographic method is as essential to the success of a 
medical clinician as it is to the success of the 
researcher. If this premise is correct, then, the task 
of the clinical behavioral scientist is not to provide 
his students and residents with an up-to-date encyclo- 
pedia or cookbook of every ethnic group under 
heaven, but to provide, in addition to illustrative data, 
methods and concepts and experiences that will equip 
him to add the ethnographic point of view to his 
tool kit: Not to become familiar with every culture, 
or even primarily with those he will serve (what will 
a clinician who only knows American-Blacks do with 
a Pole or, for that matter, a Panamanian Black?), 
but to learn to look for and recognize culture. Finally, 
I believe that the clinical behavioral scientist has an 
obligation to resist—and explain—well-intentioned 
pressure from his medical colleagues (from student 
to supervisor) that he provide lecture upon lecture 
about such and such ethnic groups. The danger of 
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the “ethnic model” being assimilated or absorbed by 
the “medical model” is all too real for the teacher 
of medical behavioral science to be naively oblivious 
as to how ethnicity may be used reductionistically by 
medical personnel. 

Among the teaching-learning approaches I use 
with medical or physician’s associates students and 
family practice or psychiatry residents alike are the 
following: case conferences, home visits (as often as 
possible with the author), hospital and clinic inter- 
views with patients in the presence of the student or 
resident, formal lectures and readings, brief “extern- 
ships” in interviewing and participant observation at 
field sites in the “community” (public health agencies, 
barber shops, taverns, public housing, pastoral coun- 
seling centers, community mental health agencies, 
churches, and the like), the participation of a wide 
range of community members and “experts” in class- 
room discussion (e.g. members of the pastoral coun- 
seling institute, policemen—for whom family therapy 
is part of the line of duty!—the director of public 
health, clergymen, etc.), and the continuous use of the 
student or resident group as a proto-group, proto- 
family, and proto-culture whose system of meanings 
and relationships (which includes the writer) illus- 
trates in vivo how groups, families, and cultures form, 
stabilize, and change [53]. 


THE METAPHOR OF THE “ONION” 


Whether with students preparing for primary care 
medicine or for “super-specialties”, or with residents 
in family practice or psychiatry, the central image or 
metaphor that I employ both for purposes of diag- 
nosis and treatment is that of the onion. In my experi- 
ence, even the student most resistant to dynamic psy- 
chology, eager to out-do his peers in coming to the 
first dynamic interpretation, the first diagnosis, and 
the first treatment plan, will out-Freudianize the most 
orthodox analyst! A widespread tendency in treat- 
ment is to “dive bomb” into a deep dynamic interpre- 
tation, which result is either a heightened resistance 
to therapy by the patient, or the patient’s terrified 
flight from therapy. Now of course both of these reac- 
tions attest to the correctness of the clinician’s inter- 
pretation; but they also attest to the inappropriate- 
ness, the untimeliness of the interpretation as well. 
Insight, if it is to be acceptable (introjectible} to the 
patient, must occur in the context of a trusted rela- 
tionship and in the context of the clinician’s assess- 
ment that the patient is ready to make his insight 
the patient’s own, that is, that what was ego- 
dystonic can now become ego-syntonic. 

It is precisely here that the onion model is essential. 
According to this model, one must begin with the 
patient’s “actuality” [56] and slowly proceed toward 
both the patient’s intrapsychic “reality” and the 
patient’s acceptance of “reality” outside himself. Early 
interpretation must be at the “cultural” or “symbolic” 
level [57]. The clinician may know from his detective- 
work history and mental status that a particular sym- 
bol may be a condensation of specific unconscious 
fears and wishes. But, since the patient is not ready 
to accept that, he must proceed with the patient, tem- 
porarily accepting the patient’s screen memories and 


other emotional distortions and inversions. He must 
proceed from symbol to meaning, which meaning is 
yet another symbol, and so on gradually down Alice’s 
rabbit hole into the fearsome Wonderland of the “eth- 
nic unconscious” [30] and finally to the universally 
shared unconscious beyond culture. 

Let me offer a brief example of this process in a 
very brief counseling therapy (single session) I con- 
ducted. A Black medical student from the deep South 
came to me desperately anxious prior to an important 
examination. If he flunked this exam, he exclaimed, 
he would be thrown out of medical school. As he 
proceeded with free associations, he repeatedly 
referred to feeling as though there were a gun pointed 
at his head, that he absolutely had to pass the exam. 
In fact, he continued, he has always felt that a gun 


‘was at his temple, that it was, “Do better, or else”. 


When he was six, his father took him out to the cot- 
ton fields on “the plantation” and put him to work. 
The student referred to tenant farming as “the plan- 
tation”. He clearly felt his early life to be that of a 
slave, and that he was desperate to escape that slav- 
ery. He referred to the owner of the land as “The 
Man”, which is often the phrase Blacks use to denote 
the exacting, remote, menacing White Man. 

Reluctantly, he began to talk about his own father, 
and at one point made a slip of the tongue, using 
the identical language he had used to connote the 
White Man. I pointed out this parapraxis: he peeled 
off the next layer of his onion. He could never do 
enough to please his father. No matter how much 
cotton he picked in one day, he had to pick more 
the next day. I offered the reflection that no matter 
how well he performed, it was not good enough; and 
I speculated that he never received praise, only blame. 
His face lit up: “How did you know! That’s it exactly. 
No matter what you did, that gun was still pointed 
at your head. The Man never took his gun away. 
If you did well, the gun still stayed. Damned if you 
do and damned if you don’t”. As we talked over ap- 
proximately 2 hours, the gun and the Man slowly 
changed from a menacing, apparitional image, to the 
tool of the White Man, then to the awesome anger 
and fear of his father, and finally to the internalized 
object, now himself afraid to try to succeed, afraid 
to fail. 

Near the end of the interview, and only at that 
point at which it therapeutically made sense, did I 
say: “Only when you can take the test for yourself, 
and not have to try continuously to prove yourself 
to your father, or to prove that your father is wrong 
(that you are a failure), will you be able to let go 
of the gun. You’re holding the gun now, and are tell- 
ing yourself that you cannot fail and that you must 
fail. This test is a chance for you to succeed for your- 
self. Your ‘test anxiety’ right now is your being con- 
fronted with the possibility that your worst fear 
would come true: that your father, “The Man’, was 
right, that you are really a failure, nothing better than 
a field hand”. He beamed with a full smile of recogni- 
tion, and a deep sigh of relief and relaxation; that 
was all the confirmation I needed: This was clearly 
not the occasion to delve more deeply into his Oedi- 
pal conflict, and to the transformation of his father’s 
and the land owner’s sadism into his own intrapuni- 
tiveness, the masochism symbolized by the gun. But 
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he had developed what for me was the key insight: 
that the hand holding the gun was now his own. 

The method of this supportive session was simply 
one of noting the imagery, and helping the student 
to understand that each layer was being used as a 
defense against the next deepest layer, and that the 
defenses, far from protecting him, were only stable 
symptoms that now decompensated into an anxiety 
neurosis. This is not to say dynamically that any layer 
is less important than any other. The very “thickness” 
of the onion tells us immediately how important it 
is to this student that the underlying conflict be dis- 
guised, denied and repressed. 

My own method of teaching is to suggest that the 
clinician accept or use the patient’s “cultural levers” 
[29] of ideology, belief, ritual, and symbolism until 
the patient no longer needs them as psychic crutches. 
The patient will discard them for himself. The clini- 
cian not only should not try to take away the upper 
layers of the onion, but is condemned to failure if 
he does. For the patient will adhere all the more tena- 
ciously to them, or elaborate even more formidable 
resistances (utilizing, to be sure, cultural material 
available for such defensive purposes). The frequent 
accusation made to the therapist [58] that he is trying 
to take away the patient’s culture or religion is in 
reality a transference phenomenon: what the patient 
would like to discard, he accuses the clinician of steal- 
ing from him. Yet this resistance is given fuel and 
confirmed from without if in fact the clinician does 
not proceed at the patient’s pace. 

[he reader may very well ask whether the above 
and the “onion model” are indeed “community 
psychology” or “community psychiatry”, or whether 
I have not simply taken ethno-cultural material and 
reduced it to orthodox psychoanalysis. To the extent 
that one incorporates the context into the content, 
to the extent that he interweaves personal history 
with family history and ethnohistory, to the extent 
hat he utilizes therapeutically (rather than disregard 
or discard) the patient’s symbolic and ritual universe 
of meaning, and finally, to the extent that he recog- 
nizes culture to be both an external and internalized 
influence, then the psychiatry or psychology he 
teaches or practices is genuinely “community”. On 
the other hand, I would argue that any community 
psychology or psychiatry that is strictly structural or 
organizational or “ecological” in the illegitimate sense 
(that is, referring only to monocausal environmental 
determinism), makes the same error that general sys- 
tems theory commits: ignoring the contributions of 
the individual—and the reason for the contributions 
of the individual actor to the stability of the system. 

Community psychology or community psychiatry 
stands in danger of committing the same error that 
long enveloped anthropology: conceptualizing com- 
munity, as culture, apart from the influences of per- 
sonality dynamics. More specifically, it might reify be- 
havior and rules of relationships, and neglect the fact 
that people unconsciously apperceive and use one 
another projectively, that an important dimension to 
community structure and relationship is the internal 
representation people carry within them. The example 
of the Black medical student discussed above surely 
illustrates the pervasiveness in a new environment of 
old conflicts and introjects, the pervasiveness of his 
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early “community” in his present world. Paradoxi- 
cally, this student was liberated to pursue personal 
goals once he was able to begin to recognize the un- 
conscious hold his Black and White ethnic communi- 
ties held on him. 

The onion model is indeed appropriate, for it com- 
bines what we have learned from the Freudian 
method of analysis (insight, timing), with contexts and 
meta-contexts classical analysis usually deems as irrel- 
evant or resistance. I would contend that in order 
for a clinical psychiatrist or psychologist to be a more 
complete or comprehensive therapist, he must become 
familiar both with the objective and subjective reali- 
ties of the patient’s culture(s) and community(-ies). 
The onion model is designed to integrate both “com- 
munity” and “individual” perspectives. The present 
danger is that, with the growth of romantic pluralism; 
the insistence that since there are no universal stan- 
dards, cultural relativism is the only valid clinical 
standard; and the glorification of all varieties of folk 
therapies; dynamic psychology or psychiatry will be 
gingerly offered on the altar of a culturally shared 
new repression and denial. No one will want to go 
beyond the outer layers of the onion. To the extent 
to which this becomes true, psychiatrists and psychol- 
ogists, indeed all therapists who swear ideological 
obeisance to the new orthodoxy, will cease to be 
scientific therapists and will become nativistic “folk 
healers” and shamans. 

I agree wholeheartedly with the rationale Devereux 
[29, xxvili-xxxili] offers for the therapeutic use of the 
patient’s “cultural levers”, and his terse critique of 
feckless relativism. 


Whenever a patient’s physical pain or psychological 
anguish exceeds what a humane therapist can expect him 
to endure, it is both ethnically and therapeutically right 
to provide relief by any means which will not impede his 
correct diagnosis and genuinely curative treatment... As 
so often happens, this humane rule is also the therapeuti- 
cally most efficient rule. Whenever a patient is in a state 
of excessive physical pain or psychological anguish, his suf- 
ferings must be diminished in order to render him thera- 
peutizable ... the use of cultural levers ...is simply a means 
of making the patient therapeutizable: it helps him tolerate 
new insight, which alone can bring about a lasting im- 
provement... any use of cultural levers—and especially 
of irrational and/or ideological levers—which is self-rein- 
forcing, in that it impedes the gaining of culturally neutral 
insights capable of abolishing these levers, constitutes a 
misuse of culture and is not genuine therapy... .After 
being at first simply a somewhat annoying manifestation 
of naivité and obtuseness, cultural relativism is now going 
berserk: it is turning into an anti-realistic, anti-rationalistic 
ethical and scientific nihilism, which openly encourages 
delusional systems to masquerade as scientific insights. 
Worse still, in the guise of an inverted ethnocentrism—in 
the form of an ethno-ex-centrism—it now fosters a maso- 
chistically tinged cultural self-destructiveness in occidental 
man. 


CONCLUSION 


In this paper I have argued that, (1) the assessment 
of any individual or group’s mental health or general 
well-being must include the cultural or ethnic symbol 
systems of meaning and the network of relationships 
and institutions that express them; and (2) that this 
symbolic-semantic and interactional context does not 
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exist independent of the individual patient—or clini- 
cian. A genuine community psychology or psychiatry, 
like a genuine community or family medicine, ought not 
compete with clinical individual psychology or psy- 
chiatry, only expand it. The gravest danger is that 
the clinician or student or resident, himself under 
anxiety, will trade painful self-knowledge (which 
could lead to insight into another, and hence therapy) 
for the self-imposed ignorance of tribalism—and 
rationalize the entire process as the discovery of auth- 
entic identity. Self-deception is nowhere so subtle and 
so plausible than in those who professionally intellec- 
tualize and label the result insight! Conversely, the 
greatest opportunity given to community-clinical psy- 
chology, psychiatry, and medicine is the un-self- 
deceptive assessment and prospective treatment of 


those groups we venerate under the name “culture”: 


and “community”. As I have suggested, the necessary 

beginnings of this process (not a mere _ psycho- 

analysis, but family-analysis, culture-analysis, and 

phylo-analysis of culture history) rest with the train- 

ing of the clinician who is his own first patient.* 
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Abstract 


In a household survey of 25% of the Sibundoy population, all persons reporting illness 


were interviewed and examined by a biomedical team and a diagnosis was made. Intestinal disorders 
were most prevalent in young children, chronic respiratory disorders in adult men, and non-articular 
rheumatism and chronic headaches in adult women. The same persons were independently interviewed 
by an anthropologist soon afterwards. The Sibundoy classify illness by manifestations and/or aetiology. 
Aetiological beliefs include biological, environmental, emotional, social, and mystical dimensions, which 
are explicitly recognized in their diagnostic categories. An illness may have multiple causes, and refer- 
ence to mystical causation generally signifies a high level of concern with the illness as well as social 
disruption. The results of the comparison between biomedical and Sibundoy diagnosis show that the 
dimensions of illness recognized by the Sibundoy in their classificatory system are more comprehensive 
in scope than those recognized in the Western classificatory system which is limited to disease as 


such. 


INTRODUCTION 


Recent reviews of the literature in medical anthropo- 
logy reveal that the number of studies in medical 
anthropology is increasing rapidly [1,2]. These 
studies most often represent one of two different per- 
spectives, those that focus on disease from the bio- 
medical perspective and those that focus upon illness 
from a cultural viewpoint [1]. Disease is viewed as a 
distinct entity with the same symptoms in all indivi- 
duals. The basic ordering premise is biological. Illness 
incorporates the beliefs, diagnosis, and treatment of 
events of ill health as perceived by those under study. 
Several dimensions may serve as ordering principles, 
including the social, psychological, supernatural, and 
physical. Only a few studies have attempted to relate 
native conceptions of illness to those of Western bio- 
medical science, while others have claimed that it is 
not possible to compare indigenous notions about 
causes, symptoms, and treatments to the conceptual 
grid of scientific medicine [3]. Harley, a medical doc- 
tor, attempted such a comparison several years ago 
[4]. Lewis, a medical doctor and anthropologist, and 
Jansen, an anthropologist cooperating with a phys- 
ician, have more recently made significant contribu- 
tions to this area [5,6]. Perhaps the largest. numbers 
of such studies are found in the literature of epidemio- 
logy of mental health. For example, Foulks, an M.D. 
and anthropologist, has studied arctic hysteria from 
biological, ecological, and social perspectives [7]. 
Such comparisons of native systems with Western 
biomedicine are difficult, for they require the knowl- 
edge of two highly specialized fields, anthropology 
and medical science, utilizing theories, methods, and 
goals that are often divergent. The research cited 
above have been conducted by either individuals 


t The history of exploitation of the Sibundoy Indians 
on the part of the white settlers in the valley is documented 
by Bonilla [11]. 


specialized in both fields or by anthropologists and 
physicians cooperating closely. This paper reports an 
interdisciplinary study conducted by an anthropolo- 
gist and physician among the Sibundoy Indians of 
Colombia. It is concerned with all prevalent illness 
during the period of research (as perceived by house- 
hold members) and compares Western biomedical 
diagnoses with those of the Sibundoy. The focus is 
upon the possible dimensions of comparison of the 
two systems of medicine. The cultural perspective of 
Sibundoy medicine is described in depth by Seijas 
[8-10]. The study here is not a duplication of her 
material but an extension of aspects related to our 
purposes. Those who wish more information from the 
cultural perspective should consult her publications. 


CULTURE AND ENVIRONMENT 


The Sibundoy Indians (some 2000 persons) occupy 
part of a small highland valley 2200 meters above 
sea level in southern Colombia. The valley is also 
occupied by a large white population (approximately 
9000 persons) and another Indian group, the Inganos 
(3500-4000 persons) [9]. Although each group tends 
to remain apart from the others, there is significant 
interaction between them, particularly in economic 
matters. The non-Indian population dominates the 
local economy and has the best farmland.t The 
Sibundoy have become acculturated in many ways 
as a result of schooling, financial transactions and 
other activities with the whites. All but a few elders 
are fluent in Spanish, yet they have continued to 
maintain separate identity through traditional lan- 
guage in the home (Kamsa), traditional clothing and 
separate residence. 

The climate of the valley is cool (mean 16.2°C) and 
exceptionally humid, particularly during the heavy 
rainy season from June to August when the Sibundoy 
feel especially vulnerable to damp coolness of 
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their environment. They live in the marshlands of the 
valley where the gardens are frequently flooded and 
the paths deep in mud. As will be seen, the dampness 
and cold are perceived by the Sibundoy as causes 
of a significant number of disorders. 

The Sibundoy are a horticultural group whose 
staple crops are maize and beans, although taro is 
also important. Most raise chickens, ducks and the 
native guinea pig; and some own cattle. The econo- 
mic and medicinal use of plants are described by Bris- 
tol [12-16]. 

The Sibundoy have several medical and paramedi- 
cal services to choose from in the event of illness. The 
Ministry of Public Health supports four health 
centers in the valley and jointly supports a small hos- 
pital with the Catholic Church. Each health center is 
staffed by a practical nurse and attended by one of the 
two physicians in the valley. Consultations were 
approximately $0.15 (U.S.) in 1970, a minimal fee for 
the Sibundoy. Several pharmacies provide a major 
source of medical services, for the pharmacists give 
free medical diagnoses and are able to dispense 
most drugs without a prescription. Another important 
source for the Indians is a white curer (curandero) 
who is regarded more highly than the physicians by 
most of the Sibundoy. Prior to him, a Catholic priest 
with substantial medical knowledge was a major 
source for consultations until his death in the 1960s. 

Among the Indians, there are two sources for the 
diagnosis and treatment of illness: heads of house- 
holds and the shamans. Most Sibundoy have knowl- 
edge of herbal remedies and their gardens include 
several herbs and plants for the treatment of common 
and minor illnesses. The head of the household plays 
a key role in administering treatment to family 
members drawing upon these herbs and also consult- 
ing the local pharmacist when necessary. 

The shamans have received formal training in the 
use of herbal remedies and the ingestion of the hallu- 
cinogen biaxii (Genus Banisteriopsis). It is of major 
importance in diagnostic and therapeutic procedures 
for illnesses believed to have supernatural causes. 

Seijas’ investigations revealed that the conceptual 
scheme of Sibundoy aetiology “is dichotomous: dis- 
ease can be attributed to mystical or non-mystical 
causes” [8]. This duality is similar to that pointed out 
for other groups throughout the world [17-19]. 
In most cases the Sibundoy are concerned with only 
the “immediate” explanations of illness, which is attri- 
buted to some natural force, such as exposure to the 
cold, lack of resistance, and such. As long as the con- 
cern with the illness remains at this level, various 
remedies and any of the medical practitioners may 
be utilized by the Sibundoy. However, when an illness 
does not respond to treatment or exhibits unusual 
symptoms, it is suspected of having a mystical cause, 
such as sorcery or “evil wind”. If so, the native sha- 
man must be called upon to perform the necessary 
ritual in order to determine and counter the mystical 
cause. During the ritual, he drinks the hallucinogen 
Banisteriopsis. From its visions, he interprets the exact 
cause and attempts to remove it. 

The dichotomy of mystical and non-mystical as de- 
scribed by Seijas does not imply that the Sibundoy 
themselves recognize such a distinction. It signifies, 
however, two levels of concern with regard to illness. 
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The first involves mild concern and a sense that the 
illness can be cured without the aid of a shaman. 
The second involves more serious concern with the 
outcome of the illness and a seeking of the “ultimate” 
cause of the illness, the “why” of the event. The 
answer is most often found in the social and super- 
natural world in which the patient has caused or ex- 
perienced some disruption with his or her fellow 
humans or with the spirit world. 


METHODS 


Biomedical 


Two representative areas in the centre of the Sibun- 
doy hamlets were selected and all households were 
visited by the medical team. There were 101 house- 
holds comprising 507 persons (25% of the Sibundoy 
population). Prevalent illness was first ascertained by 
interview of adults and older children. Two senior 
male medical students then did a medical examin- 
ation (in the ill only) limited to a detailed history; 
physical examination; blood haematocrit; urine sugar 
and protein; and microscopy of faeces in selected 
cases. Most of the ill were subsequently examined by 
the physician (RML), especially where the diagnosis 
was uncertain. Free treatment was given but the diag- 
nosis was not discussed at this stage with the patients. 


Anthropological 


Within a few days the households of the ill were 
visited by an anthropologist (EJL) who did not know 
the biomedical diagnosis. Directed interviews were 
conducted with an adult member of the household 
and/or the person reported to be ill by the biomedical 
team. Each informant was asked the name of the ill- 
ness, causes, history with emphasis on onset, symp- 
toms, and any treatment, including remedies. Inter- 
views were conducted in Spanish, but diagnoses were 
recorded in Kamsa wherever possible. 


RESULTS AND COMMENT 
Biomedical diagnoses 

Medical diagnoses are given by sex and age in 
Table 1. Diarrhoea is the most prevalent illness in 
both sexes, especially in young children (30.6°% of 
children under 5 yr). Chronic respiratory disorders 
rank second, are more frequent in adults and a little 
higher in men (15 yr and above) than in women 
(12.6% and 8.9% respectively). One of these was 
almost certainly tuberculous but a definite diagnosis 
could not be made due to the failure of our X-ray 
equipment and the refusal by the patient of an offer 
of free travel to the nearest X-ray facility. Non-articu- 
lar rheumatism (11.5°,) and chronic headaches (8.9°%) 
were prevalent in adult women. The latter disorders 
were rarely seen by one of us (RML) in a large general 
hospital involved in primary medical care in the Wes- 
tern highlands of New Guinea in 1957, although the 
physical environment was similar. 

The diagnoses in Table 1 are based on a history 
of symptoms and a careful physical examination. This 
has inevitably limited the specificity of diagnosis. For 
example, biliary colic was diagnosed in three males 
on the basis of a characteristic description of the pain. 
Presumably this was due to gallstones which are not 
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Table 1. Prevalence* of illness by biomedical diagnosis, sex and age 


Sample and biomedical diagnoses 
No. persons in sample 
No. persons examined 


Total 
254 
83 


Total 


Oral monilia 

Biliary colic 
Haematemisis 

Acute entero-colitis 
Chronic entero-colitis 
Abdominal pain 

Head cold or earache 
Acute bronchitis 
Chronic bronchitis 
Pleural effusion 

Cardiac murmur 
Cardiomegaly 

Arterial hypertension 
Vaginal discharge 
Menorrhagia 

Lipoma 

Haemangioma 

Scabies 

Scattered postules 
Non-articular rheumatism 
Muscular atrophy foot 
Edema foot 

Chronic headaches 
Disorder of mood or behaviour 
Enuresis 

General debility 

No abnormality detected 
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* This is a minimum estimate; of 176 persons reported from various sources to 


uncommon in young males elsewhere in Colombia. 
Gallstones cannot be excluded as a cause in the six 
persons with “abdominal pain”. However, to make 
diagnoses specific in terms of underlying pathology 
would have required much more extensive investiga- 
tion than was possible, and inevitably some diagnoses 
would have remained non-specific. The diagnoses 
given are not incidental findings, but were considered 
to relate to the symptoms of illness reported, e.g. car- 
diac murmur, cardiomegaly, arterial hypertension. 

Microscopic examinations of the faeces were done 
in 47 children (under 15 yr) and twelve adults. These 
were mainly persons with abdominal symptoms. 
Although concentration tests were not done, all 
children examined had at least one type of helminth, 
ascaris and hookworm eggs being found in approxi- 
mately 50°, of the children. Multiple infestations were 
common. These results are not incorporated in Table 1. 
This pattern is common in ‘such populations and it 
was not possible to assign specific parasitic diagnoses 
to any of the persons complaining of chronic 
diarrhoea. 

The overall prevalence of illness was at least 30°. 
This is considerably less than that reported in inter- 
view surveys elsewhere, e.g. Australia [20], and is un- 
doubtedly due, at least partly, to the method of ascer- 
tainment. In each household, adult members were 
questioned about who were members of the house- 
hold, their sex and age, and who were ill. The survey 
had been given wide publicity and endorsed by Sibun- 
doy leaders, so that no household refused to give in- 
formation. Only persons complaining of illness, or 


said by other members to be ill, were interviewed and 


examined further. Fr 
found may be 
i need of the Sibundoy popu- 
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Sibundoy diagnosis and concepts of causatic 

As will be seen from the terminology of 48 types 
of illness below, Sibundoy diagnoses and classification 
of illness is based on a number of different axes. The 
two most important ones are illness manifestations 
and aetiology. The largest portion of the illness terms 
are basically descriptive of the manifestations, refer- 
ring to the location of the ailment within the body 
and/or to the major symptom. A number of illnesses, 
however. are classified by aetiology or by a combina- 
tion of both aetiology and manifestations 

In the following discussion, we are presenting only 
the Spanish terms for illness as used by the Sibundoy. 
Although we realize the limitations of the use of 
Spanish for a full cognitive analysis of Sibundoy dis- 
ease classification, the disease categories and diag- 
noses represent one level of knowledge of the Sibun- 
doy, and in particular they represent Sibundoy beliefs 
about illness as they are communicated to those offer- 
ing them health services, excluding the native sha- 
mans. Thus, this information is useful, since most 
health care is sought from non-Indians. 

The Sibundoy view illness as coming from several 
causes that are related to their social and physical 
environment, to psychological states, to their concep- 
tions of the body, and to the mystical forces of the 
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universe. It is not unusual for an illness, particularly 
an acute or chronic one, to be attributed to several 
causes. For example, a body in a state of “weakness” 
through loss of blood is predisposed to contracting 
another illness. In this case, weakness is used as both 
an illness and a cause, depending on the circum- 
stances. The psychological states of “fright” or “sor- 
row” work in similar ways. Both are illnesses in their 
own right and also may be predisposing conditions 
for other illnesses. Our findings support Seijas’ in that 
etiology “is dichotomous” [8]. In the Sibundoy view, 
the dichotomy in the causes of disease is between 
those causes which can be cured by any method of 
healing and those which require the special ritual of 
the shaman. The latter class are termed as “ultimate” 
causes, for they relate the patient’s illness to the social 
and cosmological world giving an explanation of the 
“why” of the illness. Foster has termed medical sys- 
tems with this kind of aetiological beliefs as “persona- 
listic in which illness is believed to be caused by the 
active, purposeful intervention of a sensate agent who 
may be a supernatural being ( a deity or a god), a 
nonhuman being (such as a ghost, ancestor, or evil 
spirit), or a human being (a witch or sorcer)” [21]. 
The patient is a victim of aggression or punishment. 
As mentioned earlier, this kind of cause represents a 
level of serious concern over an illness and the specu- 
lation about it is begun only after several attempts at 
healing the illness through other ways. The persona- 
listic system is complex, for two or more levels of 
causality can be distinguished, and these levels must 
be taken into account when curing. 

Illnesses recognized by the informants fall into two 
types: “single-symptom illnesses” and “symptom- 
complex illnesses”. In the first type, the term describes 
the major and usually only symptom, such as pie hin- 
chado (swollen foot). The Sibundoy use these ad hoc 
terms to name or identify any bodily ache or pain 
that occurs. Simultaneously occurring symptoms in 
different parts of the body are often diagnosed as dif- 
ferent “single symptom illnesses” rather than as mani- 
festations of one disease, although patients may 
believe the ailments to be related (one may cause the 
other). In the second type, the term implies to a set 
of culturally recognized symptoms. The illness is 
recognized as having several manifestations. Many of 
the illnesses of this kind divide into sub-classes, and 
the diagnosis in these cases depends on the symptoms 
present and the presumed cause. 

The listing of folk illnesses below reflects the order- 
ing principles utilized by the Sibundoy. The most pro- 
minant one is anatomy, and the list reflects those ill- 
nesses that are perceived by the Sibundoy as having 
common locations. Some have a cover term used by 
the Sibundoy, such as pulmones or lungs. Others do 
not, and we have substituted English terms. The link- 
ing of the disorders, regardless of the cover term, re- 
flects the Sibundoy classification. The exception to 
this are those under “miscellaneous”, which includes 
the illnesses only reported one or two times in the 
sample. The order of the categories, on the other hand 
is a reflection of the order of prevalence in which 
these illnesses were reported. The second ordering 
principle refers to illnesses classified by aetiology. An 
illness category may reflect both. Soltura (diarrhoea) 
is classified as a kind of stomach ailment. The sub- 
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classes of soltura are classified by cause, such as from 
worms or fever. A few diseases are not classified by 
body location, but primarily by cause. These include 
those generally attributed to emotional states and 
mystical causes. 


ILLNESSES CLASSIFIED BY ANATOMY 
AND AETIOLOGY 

Estomago/Stomach 

Almost all abdominal disorders are considered 
dolor de estomago (stomach ache), the illness most 
often reported. It is a symptom-complex illness which 
divides into various sub-classes, which may be either 
single-symptom or symptom-complex. Dolor de esto- 
mago sub-divides into several single-symptom-illness 
and one symptom-complex, soltura (diarrhoea), which 
is further classified by aetiology into: lombrices 
(worms), solitaria (tapeworm), de fiebre (of fever), del 


frio (of cold), de golpe (of a blow), and de mal viento 


(of evil air). 

Main type of soltura (diarrhoea). Lombrices (intes- 
tinal worms) is the most common sub-class of soltura 
(Table 2). For the Sibundoy, intestinal worms are a 
natural fact of life. They believe that everyone suffers 
from them from time to time and must be purged of 
them. In cases of children, they often attribute the 
cause to eating too many sweets. Although they know 
of herbal remedies for lombrices, they rely more 
heavily on patent remedies alone or in combination 
with herbs. The set of symptoms for diarrhoea due to 
worms includes yellow or brown diarrhoea, lack of 
appetite, and a growling stomach. Most decisive for 
the Sibundoy, however, is the passage of worms after 
a purge. In their absence the illness is reclassified as 
another type of soltura. 

Other types of soltura. These are less prevalent 
(Table 2) than lombrices. Soltura de fiebre (of fever) 
is generally yellow, white, or brown. It is caused by 
fever, one type of which corresponds to high body 
temperature and causes diarrhoea. In the other type, 
fever is believed to be localized in some body part; 
thus, the fever of a diseased liver may cause diarrhoea. 
It has also been said that the fever from lombrices 
causes diarrhoea. Soltura del frio comes from the cold. 
Cold generally refers to the climate. Many informants 
said that during the winter, almost all diarrhoea is 
from the cold. Its colour is generally green, possibly 
with blood. However, the Sibundoy also recognize 
that the presence of blood may be a result of a hard 
blow (de golpe) causing bleeding. Diarrhoea with 
blood is also classified by some as disenteria, a sub- 
class of dolor de estomago, but not of soltura. Soltura 
de mal viento is mystically caused from an evil force 
in the air. Its symptoms are discussed below with 
other mystically caused illnesses. 

Symptoms of soltura. Symptoms cited by the Sibun- 
doy that accompany all classes of soltura are vomit- 
ing, stomach-ache and fever. Soltura can cause other 
complaints, such as ¢stomago empachado (swollen 
stomach), dolor de cabeza (headache), mareo (dizzi- 
ness), debilidad (weakness), or colico (colic). Diarrhoea 
with blood is often considered a major cause of debili- 
dad and mareo, for they believe that an individual’s 
quantity of blood is limited and that loss of it will 
cause weakness or debilidad. 
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Table 2. Sibundoy diagnoses by sex and age 


Male 


Female 


11 18 
No. persons interviewed by anthropologist 04 5-14 


21 8 58 16 14 29 11 70 
15-44 45+ Total 04 5-14 15-44 45+ Total 


Lombrices (soltura) 


Dolor de estomago 
Estomago empachado 
Solitaria 

Vomito 

Salida de trasero 
Colico 

Disenteria 
Reumatismo 

Mal de pulmones 
Mal de rinones 
Mal de higado 

Bilis 

Olanda en la boca 
Granos 

Sarna 

De la matriz 
Nervios-mareo 
Dolor de cabeza 
Ataques 

De cerebro, de mente 
Fiebre 

Gripa, peste 
Debilidad 

Dolor de cintura 
Piquetes de corazon 
Ardor en la espalda 
Paperas 

Venas amortiguadas 
Orina por la noche 
Tifo 

Piquetes en el pecho 
Lovanillo 

Tumor 

Pie hinchado 

Pie achatado 

Other minor conditions 
Mal aire 

Espanto, susto 


7 


5 

Soltura (all others) 3 3 
1 1 
1 


2 3 17 4 2 11 
1 ] : 2 6 
4 


Total 


Reumatismo/Rheumatism 


Reumatismo (rheumatism) is common in adult 
women (Tables | and 2). The Kamsa word for rheu- 
matism is sesna Sokan (“sick from the cold”). Any ache 
in a bone is usually diagnosed as rheumatism; the 
most decisive symptom is the feeling of the bones 
being chilled: e.g. one woman had pain and pricking 
sensations in the chest, but since her bones ached 
when they were cold, she diagnosed her illness as reu- 
matismo. The major causes for rheumatism are cold 
and humidity (“if a child is not kept dry, he will get 
rheumatism”) and a weakened state (e.g. the post-par- 
tum period of forty days). One woman injured her 
leg and from the “cooked blood” she contracted reu- 
matismo when she had to wade in cold water during 
the winter. Two cases of reumatismo were attributed 
to mystical causes: susto (fright) and sorcery. 


Pulmones/Lungs 
Mal de pulmones (bad in the lungs), referring to 


chest ailments, is most frequent among adult men. 


Several sub-classes are recognized: tos seca (dry 
cough), tos ferina (coughing with blood, whooping 
cough), tos asma (asthma), tos vieja (a deep old cough), 
and pulmones permanente (permanently damaged 
lungs). The symptoms reported for lung disorders are: 
cough (dry or with blood); fever; pricks, pain, or 
burning of lungs, back, arms and shoulder;. and 
breathing difficulties. In relation to the last symptom, 
many first reported that they suffered from debilidad 
and then specified pulmones. 

Chest disorders are most commly attributed to the 
cold or to work, particularly in men who cited carry- 
ing heavy loads or working too long in the drainage 
canals, a communal task which each man must per- 
form. Also, if a man is working in the sun and it 
begins to rain, he is susceptible to pulmones, and one 
informant said that the sweat mixes with the blood 
and causes pulmones if his clothes are not washed 
after such circumstances. Other causes cited are a 
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blow in the chest and weakness due to lack of blood. 
One patient claimed that mal de rinones will cause 
pulmones. 


Rinones/Kidneys 

Rinones (kidneys), limited exclusively to adult males 
in this sample, is characterized by pain in the back 
or waist. Its causes are similar to those of pulmones: 
work, cold or a blow. 


Higado/Liver 

Mal del higado (liver) is also believed to be caused 
by work, although the major cause cited is too much 
liquor to drink, especially during communal work 
projects (mingas) on the canals. A man may pass out 
and the heat from the sun is believed to damage the 
liver. One case was attributed to espanto or fright. 
The symptoms are: fever, a bloated stomach or an 
ache in the liver (the centre of the chest), olanda 
(thrush) in the mouth, yellow complexion, headaches, 
and the irritability from heavy foods such as oil, meat, 
corn beer or corn spirits. Higado can cause bilis (bile). 


Skin lesions 


Granos and sarna are lesions that appear on the 
skin. Although believed to be caused by the rainbow, 
the exact causal relationship between skin disorders 
and the rainbow was not ascertained, although we 
suspect that it is related to spirits. One case was attri- 
buted to mal aire (evil air). 


Matriz/Gynaecological 

Gynaecological disorders, de la matriz (of the 
uterus) or de vientre (of the womb) have two sub- 
classes: desarreglo (irregular period) and hemorragia 
(hemmorrhage). In both, the menstrual period is said 
to occur every two or three weeks; but in the latter 
heavy bleeding and severe pains occur. According to 
a local hospital nurse there is a high incidence of 
menstrual problems among the women, but they 
refuse to be examined by a male doctor and prefer 
the woman curer in the valley town of San Francisco 
to treat such problems. Thus, it is probable that the 
prevalence is higher than reported in our sample, 
since the medical team was all male. 

Gynaecological disorders can produce debilidad 
due to lack of blood and consequently mareo (dizzi- 
ness) and headaches. The main cause is desmando de 
dieta, i.e. not obeying the post-partum dietary restric- 
tions. 


Cabeza/Head 


Mareo. Mareo (dizziness), a complaint most com- 
mon among adult women, is also called nervios 
(nerves). The symptoms are headache, dizziness, 
weakness, and being in a state of susto (fright). In 
such a state, the person is easily startled by any 
sudden noise or movement and often feels cold chills. 
The major cause of nervios or mareo is believed to 
be debilidad, lack of blood or food. Fright was cited 
as the cause of one case of nervios. 

Ataques. Ataques refers to attacks of unconscious- 
ness, accompanied by pains and palpitations in the 
heart. There are two classes: de nervios (of nerves) and 
de pena (of sorrow). Ataques de nervios occur in per- 
sons also suffering the symptoms of nervios. Ataques 
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de pena, caused by sorrow from the death of a loved 
one, worries, or fear, occur without the symptoms of 
nervios. One patient claimed that he had suffered from 
ataques ever since sorcery caused him to fall from a 
bridge. 

Two mental disorders are recognized: de cerebro 
(described as forgetfulness) and enferma de la mente 
(illness of the mind). The patient in the latter case 
had been in a mental clinic in Pasto. His relatives 
reported debilidad due to lack of food as the cause. 


Mild disorders 


Fiebre (fever), gripa, peste (common cold, flu) and 
debilidad (weakness) are terms used for mild states 
of illness which are believed to make a person vulner- 
able to other diseases. The onset of many chronic 
or severe illnesses are attributed to the time when 
the patient was weak or worked while “half sick” 
(medio mal) with fiebre, gripa, or peste. Cold weather 
is cited as the cause of the last three. 


Miscellaneous disorders 


Most of the less common illnesses are “single-symp- 
tom” and the causes are work, weather, or some 
physical blow or accident. Those attributed to work 
or weather are dolor de cintura (pain in the waist), 
piquetes de corazon (pricks in the heart), ardor en la 
espalda (burning in the shoulder), paperas (lumps 
forming in the veins of the neck), venas amortiguadas 
(deadening of veins), and orina por la noche (bedwet- 
ting). The last is caused by the cold when a child 
begins wetting the bed around 5 or 6 years with no 
previcus history of it. 

Tifo (also known as pelador), although occurring 
only once in our sample, is a symptom-complex ill- 
ness, with an extremely high fever, severe headache, 
and a loss of hair due to the fever. The patients in 
the sample complained principally of a chronic head- 
ache. Although they attribute its cause as the cold, 
it is evidently a contagious disease (possibly typhus) 
which has caused local epidemics. 

Piquettes en el pecho (pricking. sensation in the 
chest), lovanillo (lump), tumor (tumour), pie hinchado 
(swollen foot), and pie achatado (flat feet) are attri- 
buted to a blow or an accident. In the last two cases 
the pregnant mother had received a blow in her 
stomach in the vicinity of the child’s foot. Other 
minor conditions included general pains, burning of 
the arms and shoulder, infected laceration, deafness 
and poor vision. 


ILLNESSES CLASSIFIED BY AETIOLOGY 


Malaire (evil air) and espanto or susto (fright) are ill- 
nesses classified by aetiology indicating the syndrome 
falls primarily within the level of personalistic causa- 
tion and requires shamanistic treatment. Mal aire 
comes from some unidentified supernatural agent in 
the air, while espanto involves a frightening experience 
that may or may not come from a supernatural agent. 
Like mal aire, however, it requires the indigenous 
ritual treatment performed by a specialist in super- 
natural curing, preferably a Sibundoy shaman. 
Although these terms specifically indicate a super- 
natural cause, illnesses classified by manifestation 
may also be suspected to have a mystical cause. Thus, 
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certain cases diagnosed as reumatismo, granos, and 
others previously described were attributed to sor- 
cery, mal aire, and espanto. 

The prevalence of illnesses attributed to mystical 
causation is low, representing 5.4% of the total 
number of illnesses reported and 7.8% of the total 
number of patients. This small sample supports the 
observations made by Seijas regarding the relative 
distribution of mystically caused illnesses by sex and 
age [10]. Mal aire is limited to children, and three 
of the five cases stemming from espanto are children. 
In the other two cases, both patients were in a state 
of debilidad when they suffered the fright. On the 
other hand, in our study witchcraft only affected 
adults. 

Although the prevalence diseases requiring ritual 
healing in our sample is small, this does not indicate 
that the Sibundoy are not concerned with mystical 
causes. Since they are generally associated with the 
more serious and chronic cases, it is probable that 
the Sibundoy are more concerned about these dis- 
eases than with the common illnesses. Also, the preva- 
lence of these diseasees is probably underestimated 
in this sample due to the reluctance of the Sibundoy 
to discuss such beliefs with non-Indians. Much of this 
stems from a mistrust of whites and the desire to 
maintain a cultural barrier. Only informants with 
whom good rapport had been established prior to 
this survey reported mystical causation. Furthermore, 
since multiple causation is common, it is probable 
that many diseases reported as having natural causes 
might also have mystical ones which were not dis- 
closed. 

Certain symptoms are associated with mystical cau- 
sation, in particular mal aire. In children, chronic 
and/or “green diarrhoea”, or excessive crying, es- 
pecially at night, may indicate mal aire or espanto. 
Among adults, headache, fever and swelling of the 
body or limbs are symptoms of mal aire. However, 
these symptoms are neither necessary nor sufficient 
criteria for diagnosis of supernatural causation. It is 
generally the presence of unusual symptoms or severe 
illness which leads to suspicions of mystical causation. 
The unusual symptom may occur in addition to the 
expected symptoms, at onset or following treatment. 


* One case demonstrates this sequence particularly well. 
A woman became seriously ill. Her husband, having exten- 
sive knowledge of herbal remedies, attempted the first 
treatment. Then he resorted to the drugstore and a white 
curer who prescribed a combination of herbs, baths, and 
patent medicines. As her situation became more serious, 
she was taken to the doctor in the valley who diagnosed 
the disease as cancer or tuberculosis. She was hospitalized 
for several months in the valley’s small hospital, and the 
doctor attempted to convince the family that she should be 
taken to a larger hospital for more thorough examination 
and treatment. The woman returned home, remaining bed- 
ridden for a few months until the family was able to trans- 
port her to the regional hospital. However, the doctors 
there said that she was too far advanced and sent her 
home. The family then called on a local shaman and gath- 
ered for the hallucinogenic ritual. His diagnosis was sor- 
cery of such strength that it was incurable. At this point, 
the family gave up in despair, recognizing the gravity of the 
illness. Shortly thereafter, her coffin and a cross were con- 
structed in anticipation of her death, which occurred six 
months later. 
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Any disease with a sudden onset, such as a cold chill 
or sudden fever, is usually believed to have a mystical 
cause. A child may suddenly wake up screaming or 
cry when sleeping. Frightening experiences accom- 
panying the illness or just prior to it may imply mysti- 
cal causation. However, if the illness starts with fiebre 
tranquila (calm fever), another cause is suspected. 

The response of the patient to treatment is perhaps 
the most decisive indicator of mystical causation. 
When illness occurs, a member of the household diag- 
noses the disease and applies a remedy, drawing from 
his knowledge of herbs and patent medicines. In the 
case of failure, he may rediagnose the disease and 
try again, or he may resort to any of the medical 
or paramedical services in the valley. If treatment 
continues to be unsuccessful, concern with the illness 
increases and the Sibundoy begin to ask what is the 
“ultimate” cause that accounts for the persistence of 
the disease. At such a time, a shaman is requested 
to perform the hallucinogenic curing ceremony to 
diagnose and counteract “ultimate” cause, making the 
patient receptive to herbal or patent remedies.* For 
adults, the cause often stems from some disruption 
in social relations, thus introducing the social dimen- 
sion in Sibundoy illness classification. 


Comparison of biomedical and Sibundoy diagnoses 


Out of 507 persons in the households visited, 176 
reported illness to either the medical team or the 
anthropologist. Of these 106 persons had both a 
medical examination and an anthropological inter- 
view with an additional 49 medical only and 2! an- 
thropological only. The differences were because not 
all medically examined persons could be interviewed 
by the anthropologist and some illnesses were first 
reported to the latter. The additional cases have a 
similar pattern of illness and are therefore reported 
together with other cases. 

The Sibundoy diagnoses in the 106 persons who 
also had a medical examination are given by biomedi- 
cal diagnosis in Table 3. This is a comparison of two 
classifications of illness in the same individuals. Many 
categories show a close correspondence, due to the 
similar descriptive nature of both classifications. Both 
are based on a number of different axes rather than 
only one. Bodily location and cause, as noted, are 
the two most important factors in the Sibundoy clas- 
sification and they are also important organizing fea- 
tures in the biomedical. One important difference, 
however, is that whereas most Sibundoy illnesses are 
of the “single-symptom” type, a biomedical diagnosis 
may group several symptoms as a complex related 
to specific underlying cause. This is illustrated by bili- 
ary colic in Table 3. However, the biomedical diag- 
nosis may be no more than descriptive in the absence 
of a diagnosed cause, e.g. chronic enterocolitis and 
chronic headache, where the Sibundoy diagnosis may 
be more “specific”, perhaps due to their greater will- 
ingness to diagnose specific causes. 

The diagnosis made in Western biomedicine often 
depends on the context. A surgeon confronted with 
acute abdominal pain will classify patients into those 
to be treated by urgent surgery and those not to be 
so treated. Despite this therapeutic axis, an attempt 
will be made to localize the disease (anatomical axis) 
and assign if possible, a cause (aetiological axis). The 
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Table 3. Comparison of biomedical and Sibundoy diagnoses 


Number of 


Biomedical diagnosis 


persons 


Sibundoy diagnoses 


Oral monilia 

Biliary colic 

Acute entero-enteritis 
Chronic entero-colitis 
Abdominal pain 

Head cold 

Acute bronchitis 
Chronic bronchitis 
Cardiac murmur 
Cardiomegaly 

Vaginal discharge 
Menorrhagia 

Lipoma 

Scabies 

Scattered pustules 
Non-articular rheumatism 
Muscular atrophy foot 
Edema foot 

Chronic headaches 


I= We We Ne =e EN = UW 


Disorder of mood or behavior 
Eneuresis 
No abnormality detected 


biomedical diagnosis may become more specific fol- 
lowing a physical examination, the use of ancillary 
tests such as microscopy and radiology, surgical inter- 
vention and/or response to treatment. The final diag- 
nosis is the one considered most probably in the basis 
of the evidence available. 

Sibundoy diagnoses also use initial diagnostic cate- 
gories based on symptoms. The treatment reflects a 
pragmatic and basically empirical process that has 
been well documented for other cultures [21-25]. A 
provisional diagnosis is first made by members of the 
household based on the symptoms present and any 
significant features in the onset of illness that might 
give clues as to its cause. A treatment found to be 
successful for a similar illness in the past is first 
sought. Thus, like Western biomedicine, the primary 
axis of diagnosis is therapeutic. Remedies may include 
herbs, patent medicines and modern drugs. The 
Sibundoy usually begin with herbs and if no response, 
proceed to other remedies, and health services offered 
in the valley. Unsuccessful treatment leads to a revi- 
sion of the diagnosis as well as treatment. 

In addition to the various persons consulted, 
sources of information about disease and medicines 
include advertisements on the radio (most households 
have a transistor radio) and in printed pamphlets 
which often list the symptoms of common ailments 
and suggest an appropriate brand-name drug treat- 
ment. Such advertisements use folk medical termino- 
logy and encourage self diagnosis and treatment. The 
Sibundoy have also incorporated ideas on causation 
from these sources. Several men, including one sha- 
man, produced notebooks describing the effects of 
specific patent drugs used previously for various self- 
diagnosed illnesses. Thus, it can be concluded that 
at least within the initial level of concern and treat- 
ment, the Sibundoy alter both beliefs and behaviour 
based upon an objective analysis of the reaction of 
an illness to a particular treatment. Moreover, sources 


Olanda | 

Dolor de estomago 1; higado 2 

Diarrea 2; lombrices 2; other soltura 2 

Ataques 1; lombrices 12; other soltura 13 

Dolor de estomago 1: lombrices 1; 

Gripa-peste |. 

Gripa-peste 1; pulmones | 

Mareo |; fiebre 1; pulmones 12 

Higado | 

Reumatismo | 

Matriz-hemorragia | 

Matriz-desarreglo 1; hemorragia | 

Lobanillo | 

Granos 3 

Sarna | 

Reumatismo 12; ardor de espalda | 

Pie achatado | 

Pie hinchado 1 

Ataques 2; dolor de cabeza 4; debilidad 1; 
mareo 6; nervios-mareo 3; tifo | 

Nervios-mareo 2 

Orina por la noche | 


Estomago empachado 1; lombrices 1; soltura 1 


of change in their belief system come from the non- 
Indian culture. A similar process of change has been 
reported in Ecuador [26]. 

If the different treatments fail in alleviating the 
symptoms, the Sibundoy will seek to discover the rea- 
son why the illness does not respond to treatment 
(aetiological axis). Unlike Western biomedicine, how- 
ever, the search for the cause at this point indicates 
both increasing concern for the outcome of the illness 
and the questioning of the ultimate why of illness. If 
the illness is of a serious nature, has unusual and 
severe symptoms, or fails to respond to a series of 
treatments, then mystical causation is suspected. If 
sO, it is believed that only the native shaman can cure 
this ultimate cause, but his participation in the case 
does not exclude the use of other remedies or even 
other medical specialists prior to or after the ritual 
curing ceremony. Beliefs about causation and treat- 
ment on the mystical level are less subject to empiri- 
cal testing. The secret knowledge of the shaman is 
used to counteract the “ultimate” or underlying cause 
of illness rather than treat the manifestation as a dis- 
ease. The shaman assists understanding of the mean- 
ing of the illness within a wider socio-cultural context. 
In this respect, the etiological dimension becomes sig- 
nificantly different from that of Western medicine. 

It is in dimensions of causation that the greatest 
differences appear between the two systems. The 
Sibundoy recognize several dimensions of causation 
not accounted for in the biomedicine. For common 
and easily cured illnesses, causes come from forces 
in the natural environment, a run-down physical 
state, or an emotional state. The causes attributed 
by the Sibundoy were further analysed for two com- 
mon diagnoses. In 28 cases of chronic enteritis, 12 
were attributed to the physical environment (includ- 
ing 10 to the cold), six to food or drinks, nine to 
unknown and one to mystical causes. Of 17 cases 
of chronic headache, six were attributed to the physi- 
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cal environment, and three each to food or drink, 
work, lack of resistance, and mystical causes. More 
than one cause was often assigned per individual. For 
the more serious illnesses, emotional and social 
dimensions of illness are recognized by the Sibundoy. 
As found by Seijas and reaffirmed by this study, 
chronic and serious illnesses in adults tend to be attri- 
buted to sorcery as the ultimate cause [10]. These 
cases implicate others as wishing ill toward the 
patient and place the ultimate cause of illness within 
the realm of social relations. Moreover, attribution 
of mystical causation is symbolic of the social disrup- 
tiveness and seriousness of the illness. Illness is a 
social event, affecting others as well as the patient, 
and this is particularly clear in those illnesses to 
which some “ultimate” explanation is sought. Thus, 
Sibundoy illness terms as found in this study not only 
reflect etiological beliefs concerning the physical, 
emotional, and social components of illness, but also 
may signal the seriousness of the illness in certain 
cases. 

The diagnostic nomenclature of Western medicine, 
on the other hand, is largely a taxonomy by patho- 
logical anatomy [27]. Its basic premises of causation 
rest in biology and physiology. The capacity of emo- 
tions to effect the body is recognized to a limited 
extent in psychosomatic disorders, while the illness 
susto or fright directly recognizes the emotional 
dimension. Moreover, in Western medicine, the social 
aspects and consequences of disease are not included 
in biomedicine as significant dimensions in disease 
classification and diagnosis, although it has been sug- 
gested by Fabrega that this should be the new direc- 
tion in the study of disease [2]. 

A striking feature of the Sibundoy medicine is the 
close resemblance of symptoms and _ aetiological 
beliefs to Colombian folk medicine [28-34]. For 
example, diarrhoea is classified by the colour of the 
excrement [9, 31, 32], and is believed to be caused by 
cold weather, fever, or from worms [28]. As with the 
Sibundoy, physical environment has been cited in 
other studies as a cause of gynecological disorders; 
hard work as a cause of lung disorders; lack of blood 
and lack of resistance as causing susceptibility to 
other illnesses [29, 30-33]. Thus the Sibundoy disease 
classification and concepts of natural causation in 
general resemble those of Colombian folk medicine 
rather than forming a distinct and isolated indigenous 
system. This is not true, however, for the many of the 
personalistic causes recognized nor for the method of 
treatment for such causes which is specific to the 
Sibundoy and nearby indigenous groups. The many 
differences may result from thé role of treatment in 
Subundoy diagnostic procedures, in which they con- 
sult a great variety of non-Indian medical practioners 
for relief of symptoms not attributed to personalistic 
causes. This suggests that they are not only adapting 
western and folk medicines as used by the general 
populace, but that they are also changing their medi- 
cal beliefs as they utilize non-indigenous cures. 


DISCUSSION AND CONCLUSIONS 


Although none of the illnesses was severe or life- 
threatening at the time, the diagnoses were made in 


a context similar to that of much of primary medical 
care in the tropics. The medical team of physicians 
and students were thoroughly trained in clinical medi- 
cine, and hence may have achieved more accuracy 
than is usual in such situations in rural areas. Never- 
theless, the diagnoses listed in Table 1 are not specific, 
especially with regard to aetiology. Thus, the pleural 
effusion and some of the chronic bronchitis cases may 
have been tuberculous, and the specific bacterial or 
parasitic causes of the many cases of chronic entero- 
colitis were not elucidated. The International Classifi- 
cation of Diseases is not especially suitable for the 
diagnoses of this survey, but nor is the International 
Classification of Health Problems in Primary Care 
[35] recently developed in a number of Western de- 
veloped countries. The modern pharmacopoeia con- 
tains a large number of drugs which require specific 
diagnosis. This is often impossible in rural primary 
care, especially in the tropics, and the usual solution 
has been to base treatment on knowledge of the local 
disease pattern in a series of patients who have been 
more extensively investigated. 

The comparison between Western biomedicine and 
Sibundoy medicine has revealed that Sibundoy medi- 
cine is a more comprehensive explanatory system 
than western biomedicine, and that this greater com- 
prehensiveness is reflected in disease categories and 
diagnosis. Although diagnosis of most common and 
mild illnesses is largely restricted to the symptoms 
and therapeutic goal, diagnosis and _ aetiological 
beliefs utillized in serious illnesses place the condition 
within the total social and supernatural universe of 
the Sibundoy. On the other hand, Western biomedi- 
cine diagnosis and treatment remains largely restric- 
ted to diseases as such. Studies in social epidemiology 
have revealed that disease is a function of social, 
economic, cultural, and ecological factors. Yet these 
findings have not been incorporated into the axes of 
diagnosis. 
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BOOK REVIEWS 


REVIEW ARTICLE 


International Comparisons of Health Services: 
Where are We? 


There have been a growing number of books compar- 
ing health services in two or more countries. Inter- 
national comparisons are nothing new. To oversim- 
plify they have gone through four stages: 

(1) First they were written as guides to aspiring 
physicians embarking on the grand tour [1], 2]. 

(2) Next came the comparisons of hospital architec- 
ture in the age of miasmic theory when proper venti- 
lation and the pavilion style was the sum of hospital 
administration [3,4]. This culminated in Sir Henry 
Burdette’s massive four volumes dedicated to Queen 
Victoria on the Jubilee year of her reign [5]. 

(3) Then came the descriptions of medical care sys- 
tems; like medieval bestiaries they present unusual 
or bizzarre medical care creatures described with 
moralistic overtones [6] and negligible concern for 
social science theory building [7-19]. 

(4) We are now entering an age of the social science 
of international health services [20-26]. 

The transition from the descriptive Stage 3 to the 
scientific Stage 4 is the major phenomenon occurring 
in International Comparisons. 

The contribution of Stage 3 is in reporting vari- 
ations in medical care. That such variation occurs 
between the developed and developing world is less 
surprising than the variations observed in the devel- 
oped countries. The AAMC’s five volume paperback 
self-instructional text demonstrates in many ways the 
developed/developing country differences [27]. Inter- 
national Agency documents, although simply descrip- 
tive, remain vital by providing raw data using consis- 
tent definitions essential for theory building. 

The converse to variation is the technoloogical im- 
perative that leads medicine everywhere to include 
penicillin, blood transfusions, X-rays, appendecto- 
mies, doctors, nurses and hospitals, although in 
greatly varying amounts [12, 13, 25, 28-30]. The fail- 
ure of this technological imperative to explain 100% 
of the variance allows room for history, economics, 
culture, religion and politics to play a role in defining 
medical care [16, 19, 21-24, 26, 30-32]. 

The discovery that social forces are important has 
often led to description of these forces rather than 
theory building and testing. Further, we ought to be 
able to develop theories to predict, for components 
of medical care systems, what will be the balance 
between social forces and technological imperative as 
measured by the range of variation across countries. 

The discovery that such social forces shape medical 
care is one of the reasons for the decline of Stage 3. 
Stage 3 worked on the assumption that bits and 
pieces of other countries’ medical care systems could 
be imported to correct the current medical care prob- 
lems of the authors’ native land. If these medical care 


components occurred because of the countries’ unique 
culture, history, politics or such, then they are only 
transplantable if the social soil has the right nutrients. 
What is needed are theories that would help us pre- 
dict what is transplantable. 

Stage 3 writers have been motivated by the practi- 
cal concerns of improving medical care. Hopefully 
Stage 4 social scientists will not lose sight of this rele- 
vance in developing their hypotheses. 

If there ever was a good reason for science as a 

simple way to grasp the infinite variability of the 
world it is Kuhn and White’s massive tome [12]. This 
is the largest international health study ever: years 
of work, dozens of collaborators in seven countries, 
household surveys of thousands of people in eleven 
locations, resulting in 550 large pages of small type 
and a million largely unanalyzed and undigested data 
points. No one can cope with all this. There has to 
be some scientific order out of this numerical chaos. 
This is a Stage 3 that should have been the Stage 
4 study its authors promised in their preface that it 
would be [12]: 
The authors seek to dispel the notion that the organization 
of health care is an idiosyncratic exercise governed solely 
or even predominantly by local or national traditions, 
whether those of society or those of health professionals; 
they hope instead to encourage the development of generic 
principles based on information that permits objective 
comparison. 

That there is a need to provide an analytical frame- 
work for such studies has been clear ever since WHO 
commissioned Abel-Smith’s classic study on Paying 
For Health Services in 1963, and since Hogarth de- 
scribed physician payment mechanisms in the same 
year [27-29]. 

Roemer’s new book is a bit of a bestiary, a compila- 
tion of anecdotes based on decades of his travels and 
conversations with officials and dignitaries [16]. 
Roemer gets the prize for most countries visited (45), 
followed by Murray (22) and Seham (11) [14, 33]. But 
Roemer does order his book along a couple of dimen- 
sions that can be viewed as theoretic typologies of 
variation. Health services have major components 
(economic support, manpower, facilities, patterns of 
delivery, regulation and administration). The world’s 
countries are grouped (free enterprise, welfare, under- 
developed, transition and socialist); environmental 
factors that determine services are enumerated (his- 
tory, economic level, political policies, culture). How- 
ever, he does not attempt rigorous statistical tests of 
his classifications and relationships although they 
seem to make sense on casual observation. 

Borgenhammer’s recent article compares health 
care systems by asking the question of whether other 
countries “have better systems” than Sweden [34]. It 
provides a concise overview of the political control 
of systems, the financing mechanisms, regionalization 
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of hospitals, technology, the structure of personnel, 
incentives to rationalize services, and the influence of 
consumer groups. Thus more than one classificatory 
schema is possible. 

Like Bunker’s famous study of surgery in England 
and the U.S.A., Newhouse’s short article is a model 
of Stage 4 studies. He shows that the percent of GNP 
spent on health rises with national per capita income, 
concluding that medical care is a luxury good in the 
economists sense of the word [25]. 

An even better example is Blanpain’s new book 
comparing the evolution of medical care in Europe 
[35]. His theory is that medical care in industrialized 
countries was concerned with the same five problems, 
in the same order of occurrence, but occurring at dif- 
ferent points in time. He descriptively tests this theory 
by describing the evolution of medical services in each 
country. 

Thompson and Goldin’s “coffee table” history of 
hospitals explains hospital ward design as the evolv- 
ing interplay between a healthful environment, pri- 
vacy, supervision, and control and efficiency [4]. 
Boorstin’s excellent (and ignored) study of colonial 
American and English physicians, and McNeil’s total 
view of health and history both show the use of his- 
torical and international comparisons [31]. 

For future directions we propose the following: 

(a) This literature focuses on too few countries. Just 
try and find a good description of medical care in 
Spain, Argentina or Italy. With some notable excep- 
tions such as Odin Anderson [2] and Mark Field 
[32], quite a few writers know only one language and 
culture. Perhaps for this reason there is nothing in 
medical care like Dore’s brilliant comparison of simi- 
lar factories in Japan and England [36]. Researchers 
should keep track of international comparisons in 
other social science disciplines such as Lammers and 
Hickson’s forthcoming book on_ organizational 
studies across cultures [37]. 

(b) There need to be more “micro” studies of 
aspects of medical care. Titmuss’ comparison of 
Blood Banks in the U.S. and England is a good 
example [26], although his using the market for 
blood as a justification for the British Welfare State 
seems a bit absurd. Other good examples are Pflanz’s 
work on appendicitis [38] and Jick’s comparison of 
drug use by hospitalized patients [39]. A recent 
example is Glaser’s book on the negotiating process 
between physicians and third parties to determine 
their conditions of work in 8 countries [24]. 

(c) There needs to be a way for retrieval of com- 
parative studies of very specific medical care prob- 
lems. For example, how can someone in the U.S. con- 
cerned with the prickly relations between optometry 
and ophthalmology learn why relations between these 
groups are better in England? Multiply this example 
a thousand fold and one confronts an information 
retrieval problem of the first order. Can we learn 
something from the Cultural Anthropologists’ Human 
Area File System [33]? 

(d) Perhaps we are a long way away from the multi- 
dimensional modeling that could be the basis for 
comparative medical systems analysis. Hopefully that 
day will come within our lifetime. 

K. DUMBAUGH 
D. NEUHAUSER 
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Economic Aspects of Health Services, edited by A. J. 
CuLyeR and K. G. WriGHT. Martin Robertson, London, 
1978. 190 pp. £9.95 


Among many people working in health care and those 
concerned about health care, there is a growing awareness 
of the potential advantages of using the techniques of econ- 
omics to assist in planning and decision-making in health 
services. Indeed the point is not far off when no self- 
respecting health service administrator will sally forth 
without his linguistic haversack stuffed with marginal cost- 
ing, price elasticities, cost-benefit analysis and the like. 
At the same time, there is a continuing misunderstanding 
about the roles of health economics and health economists. 

In Britain, at least in part, this is due to the fact that 
those (relatively few) economists who are involved in 
applying their skills to the problems of resource allocation 
in the National Health Service (NHS) have perhaps not 
done enough in the past to talk to or write for non- 
economist audiences. There are however some recent ad- 
ditions to the literature which suggest that health 
economists are becoming more aware of the need to sell 
their wares. This book of readings, by a group of 
economists who were all based at the University of York 
at the time of writing, is part of this trend. 

The main aim of the book is to try, in non-technical 
language, “to show how (economics) can shed light on 
some key questions about the National Health Service, 
and thereby help people to make up their minds about 
some of the great issues that confront us”. Have the 
authors succeeded in this aim?, 

Certainly the four parts of the book—Quality of Care, 
Evaluating Services, Finance and Manpower—are all sub- 
jects which ought to be viewed as key areas for health 
service planning. 

In the Quality of Care section the thorny issue of “need” 
is raised at some length and Williams’ contribution is a 
“must” for anyone entering the needology field. Indeed, 
in little more than 11 pages, Williams captures the flavour 
of the need debate in such a lucid manner that the reader 
is left feeling that the debate is now ended by this one 
contribution! 

In the same section Culyer also discusses need, but the 
more important (of course inseparable) contribution here 
is the discussion of values. This section is rounded off by 
a good, down-to-earth discussion by Wright of the practi- 


cal problems of output measurement, set in the context 
of care of the elderly. 

Turning to Evaluating Services, Drummond discusses 
the state of the art of economic evaluation. This chapter 
is all too brief and whets the appetite for Drummond's 
publication of his more substantial piece on this subject 
(available at present as an I.S.E.R. report from the Univer- 
sity of York). In Williams’ second contribution to the book 
he emphasises the distinction between management and 
planning and calls for greater emphasis on the latter in 
the approach to budgets. Anyone who has attempted to 
use the existing NHS budgeting data for planning and 
evaluation can only hope that Williams’ call is answered. 
Here is a real challenge to NHS Treasurers who wish to 
involve themselves in more than just the role of keepers 
of the purse. 

In the section on Finance, Cairns and Snell look at 
pricing in health care. There is a good opening piece on 
the issues surrounding prices but it is perhaps a pity that 
the chapter is so demand-orientated. For example, even 
within the NHS, with largely zero-prices at the point of 
consumption, what would the effects of internal pricing be 
if, say, hospital clinicians were allocated budgets and then 
had to “buy” junior doctors, nurses, laboratory tests, etc? 

The other two readings in the Finance section and those 
on Manpower are rather separate from the earlier contri- 
butions. The pieces by Culyer and Drummond, and Drum- 
mond alone, look at the financing of teaching hospitals 
and medical education. It is here that many readers will 
perhaps feel that it’s al bit technical and begin 
to doubt if these two contributions 
this particular set of readings 

The short piece by Lavers on morale might, with some 


getting a 
are appropriate for 


justification, raise in the reader’s mind the question of 

whether economists really can contribute much to this par- 

ticular and, very clearly, key question. Economists do have 

a comparative advantage over other disciplines in some 
| 


matters: whether morale is or should be included among 


these is questionable 

The final chapter by Maynard and Walker includes a 
useful historical review of medical manpower planning, 
and as a case study in bad planning in the public sector 
merits attention. For the rest, it might have been better 
if the authors had made a clearer distinction between fore- 
casting of supply and manipulation of supply 

Overall, have the authors succeeded in their aim? 
some extent the answer must be yes. No one with an 1 
est in health services (and particularly the NHS) could read 
this without gaining some new insights into some key ques- 


tions about health care planning. However, the book, lack- 


ing, as it does, a common thread between the different 


contributions, is better dipped into than read as a whole 
It is patchy. To those already sympathetic to the usefulness 
and perhaps already 
it will 


of economics in health care planning 
familiar with some of the techniques and language 
To others less sure of 


provide some stimulating reading 
and 


the value and nature of health 
selection are appropriate 


economics, caution 


Health Economics Research Unit GAVIN H. MOONEY 
Department of Community Medicine 


University of Aberdeen, Aberdeen, Scotland 


Culture and Infancy: Variations in the Human Experience, 
edited by P. H. LEIDERMAN, S. R. TULKIN and A. ROSEN- 
FELD. Academic, New York, 1977. 615 pp. $22.50 


There are two basic reasons why an investigator might 
choose to do research concerning child development in 
a foreign culture. The first is to assess the contribution 
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of child rearing to the maintenance of the unique character 
of a particular culture. The second is to take a theory 
formed in work on one culture and test its generality by 
utilizing the “natural” experiment provided by a different 
culture. This book is concerned with the second, compara- 
tive approach in examining cultural influences on infant 
development. 

The editors make clear in the Introduction that they 
view culture and social class as functional equivalents and 
that an important task for developmental research is to 
break down these monolithic abstractions into their effec- 
tive components. If culture/class differences in development 
are apparent, it will be both scientifically and ethically 
necessary to identify the economic, biological and behav- 
ioural correlates from which these differences arise. 

Some potentially important steps in this effort can be 
discerned in the studies reported in this volume. Perhaps 
the best is the Leidermans’ chapter on the role of the auxil- 
iary child caretaker in the development of the Gikuyu in- 
fant. The authors give a clear and detailed account of how 
recent changes in family economy and the opportunity for 
primary schooling among the Gikuyu have changed the 
availability and identity of mothers’ helpers, with import- 
ant ramifications for the infant’s social experience and 
cognitive development. The findings point to the intriguing 
possibility that the advantages to the Gikuyu community, 
accruing from more extensive family agricultural activity 
and increased educational opportunities may be offset by 
the concomitant alterations to traditional patterns of child 
care and their effects on the infant’s development. Chapters 
by Tulkin and Moss and Jones provide further insight con- 
cerning the nature and origin of culture/class influences 
on development. 

The Introduction also stresses the hypothesis-generating 
aspect of multicultural studies of child development. In 
many instances, this becomes clear even before the planned 


research begins. The Leiderman’s study, for example, arose 
from their realization that a range of patterns of infant 
care existed among the Gikuyu culture so that the “tra- 
ditional” assumption of extended mother-child contact, 


which initially attracted them to the Gikuyu, was 
erroneous. Ainsworth’s account of the development of 
social relations in infancy among Ganda and American 
families provides an illustration of the manner in which 
findings from the study of one culture can be effectively 
utilized in the planning and execution of more detailed 
investigation within another. Konner’s description of Kala- 
hari Desert San infancy highlights the value of the cross- 
cultural and cross-species comparisons both for assessing 
the range of developmental variations within and across 
cultures and for considering their evolutionary origins and 
possible adaptive significance. If the experiences reported 
by the book’s contributors are representative of multi-cul- 
ture research, an individual returning from the field with 
essentially unchanged ideas will have either been exceed- 
ingly well informed prior to undertaking the research, or 
conducted most of that research within the local Hilton 
(or, in some cases, the local University). 

Biological influences on development receive less atten- 
tion in this volume than one might expect. Klein and his 
colleagues present their findings on the relationships 
among nutrition, family economic condition and mental 
development among Guatemalan infants. They report that 
cognitive functioning becomes more strongly related over 
time to both nutritional and family economic status, sug- 
gesting that the detrimental effect of marginal economic 
conditions and poor diets on mental development may be 
most readily interrupted by appropriate but early interven- 
tions. Brazelton touches on the contribution of hypoxia, 
from high altitudes, chronic undernourishment and _ in- 
fection in the pregnant woman to the “superb state control 
and slow, liquid movements” of Zinacantecos newborns. 
Unfortunately, he does not consider the possibility that 
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such newborn characteristics may be one component of 
that culture’s successful adaptation to marginal ecological 
circumstances. Richards demonstrates that even small 
departures from optimal condition at birth can be consist- 
ently related to a range of infant and toddler behavioural! 
characteristics. This book would be much more valuable for 
western researchers and those from developing countries 
if more attention had been paid to the biological factors 
crucially important in developing countries (e.g. nutrition, 
pre- and post-natal growth, gastro-intestinal infections). 
Important relationships may exist between these fac- 
tors and the social, economic and behavioural variables 
that are the focus of most developmental research. 

This book is very much a state-of-the-art affair and, as 
such, the reader must expect to encounter some rather 
dreadful passages. On the whole, however, the best 
chapters (Leiderman and Leiderman, Konner, Ainsworth. 
Richards, Klein et al.) are very good indeed and more than 
offset the weaker sections. While one might hesitate in sug- 
gesting that this volume be required reading for under- 
graduates, those conducting courses or contemplating 
research in child development would be well advised to 
have it in their collections. 


Department of Growth and Development R. H. WOODSON 
Institute of Child Health 
University of London 


London, England 


The Physician’s Assistant, by EUGENE STEWART SCHNELLER. 
D. C. Heath, Lexington, Ma. 1978. 160 pp. $16.00 


This book is a significant contribution to the literature 
about physican assistants, a clearly-written, well-organized 
analysis of the development of a new health practitioner 
from the perspective of a sociologist. 

Based on a survey of 1126 students in the class of 1977 
enrolled in 45 programs throughout the United States, it pre- 
sents demographic and social background data, followed 
by information on occupational choice and commitment. 
There are data on the respondents’ values and attitudes 
about the physician assistant occupation and medicine in 
general. The analysis concludes with questions on antici- 
pated career options and occupational tasks and roles. 

The data obtained from the instrument are analyzed in 
four parts: Part I—The Physician Assistant Movement as 
a health manpower innovation; Part II—Becoming a PA; 
Part II1J—Role of the PA; Part IV—Problems and pros- 
pects of a competency-based occupation. 

It is this last theme that gives the book its real impact. 
By describing the development of the physician assistant, 
Dr. Schneller has articulated the real issues for a new 
health career. According to Eliot Friedson, the physician 
assistant is not a professional because the career does not 
allow for altonomy. Nor does the physician assistant fol- 
low the path of other health careers which consist of tasks 
passed on by the physician. Schneller points out that the 
physician assistant has entered the career ladder between 
the nurse and the physician and that unlike any other 
health career to date, the PA is allowed to share medical 
tasks with the physican. In fact the PA has, in a short 
span of ten years, moved from being a physician’s assistant 
to becoming a physician’s associate by engaging in 
diagnosis and treatment including prescribing—tasks 
which until now have been considered sacrosanct by the 
physician. 

‘This has all been achieved by a career based on nego- 
tiated performance autonomy which recognizes the compe- 
tency of the practitioner solely on skills, not credentials. 
Although not mentioned by Schneller, the emphasis on 
competency-based education for the physician assistant has 
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sometimes acted as a stimulus for medicine to reexamine 
its own educational objectives and methods. 

The physician assistant, originally conceived by Eugene 
Stead, M.D., at Duke University to help solve the prob- 
lems of the overworked community physician who could 
not leave his practice to attend continuing education ses- 
sions, presented a dilemma even in its original concept. 
How could an individual considered to be in a dependent 
status release the practicing physician for other activities? 
(In 44 states where there is legislation recognizing the phys- 
ician assistant, the law states that the PA must work under 
the responsibility and supervision of a licensed physician 
or osteopath.) Yet a decade later, it is now legal in ten 
states for physician assistants to prescribe selected drugs 
and in all states to diagnose and manage a variety of 
patient situations. It is exactly this job enlargement and 
job expansion which takes place on the individual, not 
occupational, level that makes the PAs’ roles irregular, 
Schneller points out. It is the role irregularity which poses 
future problems for members of the PA occupations, since 
others may not attribute legitimacy to the PA and super- 
vising physicians may not allow PAs to perform tasks in 
which they are competent. Schneller is concerned that the 
PA may return to the assistant status. If there is any weak- 
ness in the book, it is that he does not suggest ways of 
resolving the dilemma, while indicating the reasons. Per- 
haps it is not the sociologist’s role to do so, but having 
documented the development of the career so thoroughly, 
it seems a shame that he cannot suggest some ways to 
guarentee that a competency-based career can survive in 
an over credential-oriented society 

It should be noted that Dr. Schneller has reviewed the 
literature extensively, has documented his observations 
thoroughly and provides one of the best bibliographies on 
the physician assistant presently in print. This book is the 
best analysis of the physician assistant movement I have 
read. It should be required reading for all physician assist- 
ant educators, sociologists interested in career and occupa- 
tional role development and other health professionals, 
including physicians who are concerned with providing 
quality services to patients 


Physician Assistant Program SUZANNE B. GREENBERG 
Northeastern University 


Boston, MA, U.S.A. 


Insights From the Blind, by SELMA FRAIBERG. Basic Books, 
New York, 1977. 300 pp. $11.95 


Selma Fraiberg’s book, Insights From the Blind, is the 
record of a longitudinal study of ten blind children. In 
her prior clinical work, Fraiberg had encountered many 
visually impaired children with severe problems in a var- 
iety of developmental areas. Interested in the role of the 
visual impairment itself in producing such constellations 
of difficulty, Fraiberg recognized the need for an intensive 
study of infants and children who had no handicaps other 
than a severe visual impairment. Her book is the report 
of the resultant study. 

Insights From the Blind is a valuable contribution to 
the literature on visual impairment. The use of intensive 
observational methodology allows the simultaneous atten- 
tion to many facets of development, and the product in 
this case is a useful view of the development of the whole 
child, beginning in early infancy. Fraiberg’s project serves 
as a model for the exploratory study of an exceptional 
population. As the chapters develop, appropriate back- 
ground is offered, hypotheses are formed, observations are 
made, hypotheses are tested and modified or rejected as 
appropriate, and suitable conclusions are drawn. 


S.S.M. 13/3B—t 


Several qualifications, ones that are amply noted by Frai- 
berg, should be mentioned at the outset. First and fore- 
most, the sample of 10 severely visually impaired children 
is by no means a representative sample of the larger popu- 
lation of visually impaired children. The subjects had no 
useful vision and no additional handicaps. Fraiberg takes 
pains to caution the reader against overgeneralization from 
such a sample. Second, Fraiberg and her colleagues pro- 
vided advice and guidance to the parents throughout the 
project; because of this intervention, the course of develop- 
ment of these children may not be taken as normative. 
Third, even the intervention was not consistent for all fami- 
lies in the sample, since as the project progressed, Fraiberg 
and her colleagues refined their hypotheses and their 
advice to the parents. Thus, not only was there interven- 
tion, but the intervention was gradually refined over the 
years of the project. 

These qualifications are not criticisms. Fraiberg’s goal 
was neither to evaluate normative development nor to 
evaluate intervention strategies. Her methodologies were 
fully appropriate to her goal, which a complex one 
involving not only the analysis of development under 
blindness, but also the examination of the potential for 
intervening to facilitate the developmental course of totally 
blind children. In this complex goal, she has apparently 
succeeded. 

In successive chapters, Fraiberg analyzes the develop- 
ment of verbal and non-verbal communication, 


was 


social 


emotional 


attachment and the beginnings of 
ness, prehension and ear-hand 
development, and gross motor 
ment. A key to development in many of these areas is 


responsive- 
coordination, conceptual 
and locomotor develop- 
the conceptualization of aspects of the external 

world. This conceptualization in turn depends heavy 

the child’s ability to integrate the various sources of 
mation about a person (or object) into a unified and stable 
concept of that person, a concept that includes the noti 
of the person’s enduring even in the absence of direct sen- 
contact with the child. Normally, vision 

serves these purposes directly, but 
coordination of the information gained through the 
senses. In the absence or severe impairment of vision, de- 
velopment of coordinated concepts of what is “out there” 
in the physical world is at risk. Fraiberg develops her 


SOry 


it also facilitates 


ments logically and presents evidence to support, fy, 
or reject them. The result is a fascinating view of the 
complexities of development in these various areas, 

rich and frequent examples to illustrate significant points 

One of Fraiberg’s strengths is her sensitivity 
and misuse of developmental tests. Unlike many other in- 
vestigators, Fraiberg is not seduced by the simple notion 
of substituting tactile or auditory indices 
Similarly, although she presents a large number of 
sighted comparisons on developmental indicators, F 
berg is not misled by the common assumption that the 
appropriate developmental yardstick for the blind child is 
the sighted child. “If we are beginning the investigation 
of a previously uncharted territory, such as the psychologi- 
cal development of a blind infant, we cannot assume from 
the start that the relationship among these sectors of devel- 
opment will be the same if vision is not available to the 
developing child” (p. 73). This is a vastly important point, 
and it is one that has been neglected more often than not 
when evaluations are made of the development of visually 
impaired children. Further, Fraiberg is sensitive to the 
need to study developmental indices not in the abstract 
but rather in the context of their adaptive significance for 
the child. 

Fraiberg’s study does not “prove” anything in the strict 
sense, but proof was not her goal. Her work is provocative 
for parent, practitioner, and researcher. The practitioner 
will find insights that are valuable in the guidance of par- 
ents of a visually impaired infant or child, as well as in 


to the use 


for visual ones 
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the guidance of the practitioner's own behavior toward 
parent and child. The researcher will find a rich fund of 
hypotheses about the role of vision in child development. 
One of the first important steps in the generation of a 
research program, and of the applied programs that may 
grow out of it, is the close analysis of the subject of study, 
done in the context of the natural environment in which 
the subject lives. Only on such a basis can meaningful 
research be built. Fraiberg’s work represents a significant 
step toward establishing the natural base for severe visually 
impaired children. 
Department of Psychology Davip H. WARREN 
University of California 

Riverside, CA, U.S.A. 


A Systems Approach to Alcohol Treatment, by FREDERICK 
B. GLASER, STEPHANIE W. GREENBERG and Morris 
BARRETT. A.R.F. Books. $14.95 


This book tells what the authors call “a simple tale” rather 
well. The aim was “to find out what was being done in 
terms of the treatment of alcoholism in Pennsylvania. 
Therefore they visited all of the programmes which were 
performing this service. They saw much that was good. 
But they found that there was no overall coherence and 
unified thrust to the effort. It was fragmented, entre- 
preneurial, redundant and discontinuous—in short there 
was no treatment system.” The quotation is extracted from 
the first paragraph of the book and as they generously 
point out, a reader with a superficial interest need proceed 
little further. 

A community’s perception of and response to alcohol 
related problems often tells one more about that society’s 
values and customs than about drinking itself. In this re- 
spect, Pennsylvania is no different from many other states 
in having.a fascinating history of alcohol use and misuse. 
Responses were at times penal or puritanical and at others 
therapeutic or even promotional. The history of attitudes 
and practices in the State is ably reviewed to help the 
reader understand the state of affairs which existed at the 
time of the study circa 1973. 

It is clear that Pennsylvania did not have an integrated, 
carefuily balanced system of resources designed to meet 
the needs of those with alcohol-related problems. In this 
respect the State is little different from most others and 
resembles the majority of other health care systems. The 
authors have undertaken a painstaking examination of the 
dimensions of the system. They have pointed to inequali- 
ties in distribution. One of the most striking was the pre- 
ponderance of narcotic programmes at a time when alco- 
hol dependance was a much larger problem in this area. 
A case of the squeaky wheel getting the most oil. Services 
reflect interest groups and prevailing fashion. There is 
nothing exceptional about this; what one wonders reading 
the book is how could it be otherwise? 

A number of interesting methodological problems arise, 
for instance, the development of a practical taxonomy of 
treatment programmes. They comment that in reviewing 
some eighty programmes within the state they found re- 
markably little variation in pattern of service. Six com- 
ponents based on functions of intervention were delineated. 
It was evident that functions such as acute intervention, 
maintenance or domiciliary care, operated in splendid iso- 
lation. Very little evidence of any attempt to integrate ser- 
vices could be found. Indeed services in related fields often 
didn’t know of each other’s existence. 

They noted that the density of alcoholism treatment 
agencies could not in any way be predicted from the rela- 
tive prevalence rate of alcoholism in each county in the 
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State. Some system was operating which was not closely 
related to the actual needs of the community. 

It was surprising to find that in describing the occupa- 
tional status of the patients, none were in the professional 
occupations and only 2.5% were upper level executives. 
As both these groups have a high incidence of alcohol- 
related problems, it is unlikely that so few would be receiv- 
ing help. This suggests that there was a major dimension 
of treatment programmes missing from the study. Presum- 
ably those who attended physicians and psychiatrists pri- 
vately. It is unfortunate that such a significant range of 
facilities seem to have got lost in studying the working 
of this system. 

We are presented with a rather bleak account of the 
unorganised state of services for those with alcohol-related 
problems in Pennsylvania. It is to the credit of the Gover- 
nor’s Council on Drug and Alcohol Abuse in the State 
that they encouraged such a critical exploration of their 
provisions. 

Having dissected the body and exposed its pathology, 
the authors inevitably stand challenged to provide some 
diagnosis and suggest a remedy. They offer in response 
to their findings a system of core shell programmes in 
which they identify the core requirements of any effective 
programme. Whether any of the recommendations will 
prove feasible and of value is left to a later date. 

The value of this book is principally in its careful por- 
trayal of a scene well-known to those who are responsible 
for the administration of alcohol programmes. It will be 
of most value to a rather limited audience but we should 
be grateful to the authors and Pennsylvania for making 
such an analysis available to us all. 
Consultant Psychiatrist E. B. RITSON 
Royal Edinburgh Hospital 
Edinburgh 


Mental Retardation: The Changing Outlook, by Robert P. 
INGALLS. John Wiley, New York, 1978. 491 pp. $16.95 


The author in Mental Retardation: The Changing Outlook 
attempts to provide a general review of the historical, 
psychological, social and medical elements that relate to 
the concept .of mental retardation. Material such as a 
review of intelligence testing, history of mental retardation, 
Piaget’s theory of cognitive development, family of the 
retarded child, education of the retarded, and the retarded 
adult is covered. Although broad in the range of coverage 
provided, the book deals with most subjects without sub- 
stantial depth. It seems that one is constantly seeking 
further evaluation and analysis of the material presented. 

The author also attempts to convey his own feelings 
as to what is best for the retarded individual. Labeling 
of the retarded is viewed as causing a great degree of harm 
for individuals, rather than the view that from meaningful 
labeling can come protection, understanding, and compas- 
sion. The author believes that intelligence testing is under- 
going a well-deserved death, emphasizing the negative 
aspects of the concept of intelligence and not the positive 
aspects. Such concepts as mainstreaming, normalization 
and community integration of the retarded are provided 
primarily from the positive point of view. 

The author seems to be in a dilemma as to how to 
handle the problem of defining mental retardation. Early 
in the book he empHasizes that the term mental retarda- 


_ tion is meaningless due to its multiple implications. He 


emphasizes how widely the mentally retarded differ from 
each other and that generalizations about them should not 
be made. Later on in the book one sees the reverse. 
Chapters are then written on such generalizations as the 
family of the retarded child, the education of the retarded 
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child, preschool programs for the retarded child, and the 
mentally retarded adult. The author’s lack of specific 
definition of mental retardation permits him to make 
generalizations that at times can be misleading. For 
example, the statement that mental retardation is curable 
requires much further discussion. This indeed is an excep- 
tional rather than a general situation, which on careful 
analysis can usually be understood by the examiner. 

The author’s notion of the medical model of mental 
retardation seems to be an oversimplification. He states 
that finding the cause is not important, as treatment is 
the same anyway. There seems to be the denial of the 
possibility that by analyzing the nature of the dysfunction 
and better understanding it, one can most effectively and 
economically provide a solution. The possibility of provid- 
ing selective and appropriate management rather than 
intensive training for all is not given sufficient emphasis. 
The ideas of brain damage, organic retardation, cultural 
retardation and functional retardation are not clearly 
delineated. The statement that people, for whom there is 
no apparent organic cause for their lowered intellectual 
capacity are culturally or functionally retarded, is capable 
of misinterpretation. It neglects, on the one hand, the con- 
siderable neuropathological and neurophysiological diffi- 
culties present in exploring higher cortical functions and, 
on the other hand, it does not provide an indication that 
considerable neurobehavioral correlations have been made 
with an increasing awareness of the boundaries of current 
neurophysiology and neuropathology. It is possible, for 


example, for an individual severely limited in intellect with 
a convulsive disorder to have a normal neuropathological 
examination by routine techniques as the details of cellular 
interaction structurally or functionally are not explored by 
routine techniques. Not too many years ago physical thera- 
pists, not realizing or accepting that an individual’s motor 
capacity is limited by brain structure, encouraged handi- 
capped individuals to believe that if they worked hard 
enough and long enough they would recover motor func- 
tion. There is similarly this danger with regard to the intel- 
lectually limited. By not recognizing that brain structure 
can limit an individual’s capacity one indeed, although 
desiring to be benevolently helpful, may be performing a 
disservice. 

The chapter on the family of the retarded child is par- 
ticularly strong with a very adequate attempt at defining 
the accepting parent. The chapters on the history of mental 
retardation and social psychology of mental retardation 
are quite adequate. 

The book seems to be primarily directed at those indivi- 
duals desiring a broad, but elementary coverage of the sub- 
ject. Students of medicine, education, social services, and 
psychology may find the book of interest early in their 
studies. 


Department of Neurology JORDAN JOSEPH 
Boston University Medical School 


Kennedy Memorial Hospital, U.S.A 


RESPONSE TO A REVIEW 


The commentaries that follow are a selection of letters from authors and readers about the recent review of Social Security 
and Medicine in the USSR by Vincente Navarro published by Boris Segal and Charles McNally, Social Science and 


Medicine, Vol. 12B, No. 4, October 1978, pp. 281-285. 


The Editor welcomes responses from readers and authors in the tradition of free exchange of opinions and ideas 


Correspondence 


To the Editor-in-Chief 
Social Science & Medicine 


Dear Sir 

The 6000-word article by Segal and McNally on 
Dr Navarro’s book, Social Security and Medicine in 
the U.S.S.R.: A Marxist Critique (Soc. Sci. & Med. 
(Med. Anthropol.) 12B:4, 281, 1978) is less a “review” 
than an extended polemic against Marxist theories, 
the Soviets and, ultimately, against socialist models 
of health delivery. This is unfortunate, both because 
Dr Navarro’s work deserves critical attention and 
because, if the journal is to remain minimally plura- 
list, it must apply the same canons of scholarship and 
courtesy to criticism of Marxists as it does when more 
respectable approaches are assessed. What is most 
sobering, however, is that with détente on the inter- 
national horizon and Marxism reappearing in the 
curriculum as a standpoint to be reckoned with di- 
rectly, the reviewers can revive a myriad of Cold War 
clichés with barely a hint of logical interconnection 
or evidence. The review and its publication suggest 
how insulated our health journals remain from the 
political battles that engage us personally. Beyond 
this, the review’s publication signals a growing dis- 
juncture between the attempt by social science to in- 
corporate Marxist ideas and for medicine to marshal 
its arsenal against moves to “socialize” high-techno- 
logy, fee-for-service medical practice. 

Navarro claims Marxists studying health should 
consider ideological, historical, and political factors 


JOHN STOECKLE 
Editor of Book Reviews 


alongside economics narrowly construed. Segal & 
McNally dismiss this approach as “eclectic” and pro- 
ceed not so much to attack Navarro’s book—with 
which they find few substantive points to disagree 
but their own conceptions of orthodox Marxism and 
socialist practice. According to Segal & McNally, 
“real” Marxists reduce everything to “material forces” 
(e.g. “industrialism”); “real” socialism is uniformly 
“totalitarian” and committed to “bloody measures”, 
and neither can be of any interest to anyone, least 
of all to workers in industrialized countries. 

This mythological conception of Marx and social- 
ism gained hegemony in the post-war period and 
was produced by a now estranged alliance between 
intellectual émigrés from Germany and Russia, ex- 
communists, and right-wing Laborites and O.SS. 
“liberals” who wanted the battle against communism 
to take precedence over rapid reform at home. More 
pertinent, since the popularity of this view in journals 
such as Socialist Commentary and Encounter in Bri- 
tain and in the New Leader, the Reporter and Com- 
mentary in the U.S. accompanied by systematic elim- 
ination of Marxists from the academies and profes- 
sions in the U.S., its presentation could assume a 
silent opposition. Hence its form, a theatrical mono- 
logue using fact only occasionally to bolster prejudge- 
ment and dramatic imagery, increasingly financed and 
designed to create a picture for an untutored audience 
that was compatible with political repression of dis- 
sent and arms buildup. The effect of this repression 
on the history of health reform in the U.S. has yet 
to be weighed. Suffice it to say that while the trans- 
parency of the Segal & McNally position reflects its 
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isolation and the growth of an increasingly articulate 
opposition, the conception is most decidedly compat- 
ible with the growth of a new Right in and outside 
of health, and requires only official endorsement to 
recover from its presently low intellectual status. 

Had Segal & McNally passing acquaintance with 
contemporary Marxist studies of health (Waitzkin A. 
Marxist view of medical care. Ann. intern. Med. 89, 
264-278, 1978), they would realize that virtually all 
schools of Marxists thought now agree with 
Navarro’s contention that complex historical pro- 
cesses can be reduced neither to single determinants 
such as “the will to power” to “industrialism” nor 
explained as the extension of a malevolent imagina- 
tion. Nor is it “eclectic” to use Marx to criticize devel- 
opments in socialist countries. Navarro’s originality 
lies in his effort to explain the development and shape 
of Soviet medicine from the standpoint of a larger 
critical approach to Soviet society as-a-whole. Mar- 
xists have typically avoided this challenge, perhaps 
because it requires knowlege of both political 
economy and medicine, or because they fear criticism 
of a particular socialist society will be used by the 
Right to discredit all socialist ideas. Navarro’s work 
is innovative, but hardly “eclectic”. 

By contrast, Segal & McNally provide a version 
of Marx that has no correspondence to reality, 
written or lived. Although they repeatedly call 
Navarro a “self-proclaimed” and “self-confessed” 
Marxist—as if it was a fault to be open about one’s 
political sympathies—they fail to cite one authority 


who. actually says any of the things they criticize. At 
the same time, they correctly label their imaginary 


theory “one-sided”, “narrow”, “reductionist” and 
“little of interest to anyone”. For instance, para- 
phrasing a scholar named Vysheslavtsev, they fault 
Marxists for equating the cultures of Egypt, Greece 
and Rome “because the means of production in these 
countries (namely slavery) were the same”. Though 
I know of no scholar who makes this equation, their 


source (Vysheslavtsev’s The Philosophical Misery of 


Marxism) is impossible to evaluate, because it is not 
listed among Yale’s millions of library holdings. Cer- 
tainly Marxists and non-Marxists (e.g. Max Weber) 
claim that a society can implement principles of uni- 
versal freedom and equality only after it overcomes 
certain material limitations shared by the ancients, 
e.g. a scarcity of basic goods, the division of society 
into “free” and slave labor. 

This point is key to Navarro’s argument. One pre- 
condition for free, universal, decentralized and high- 
quality health care in the Soviet Union is the develop- 
ment of an industrial base sufficient to meet its basic 
needs, including presumably, its “need” for arma- 
ments. Conversely, the attempt to artificially over- 
come the objective limits imposed on social develop- 
ment at a given stage of economic growth by politi- 
cally enforcing industrialization regardless of its 
human costs inevitably results in the estrangement 
of “the forces of production” (laborers) from the 
means (industry) and from the parallel means of 
reproduction (e.g. the State). To the extent that this 
sort of estrangement pervades both the Soviet Union 
and the U.S. (although it has quite different sources 
in each case), it helps explain the major health prob- 
lems in these countries (e.g. alcoholism, suicide, men- 


tal illness) and the shape of the medical system (i.e. 
centralized, bureaucratic, and professionally-oriented 
toward symptom relief and cure). 

Of course, industrialization hardly guarantees 
equity or high-quality care. To the contrary, as 
Navarro has argued elsewhere, since capitalistic ac- 
cumulation requires that social well-being be sub- 
ordinated at key points to profit maximization, medi- 
cine under capitalism is never adequate, not even 
where the health sector is apparently “socialized” (V. 
Navarro. Medicine Under Capitalism, New York, 
1976). At a given level of technical development, the 
emergence of socialist health care requires that mass 
political participation be developed alongside indus- 
trial production, that is, it requires that socialism 
become a way of life, not simply a planning mechan- 
ism. The potential inherent in this combination of 
politics and industrial development for dramatically 
improving health even in “backward” areas, is reflec- 
ted in the success of “mass campaigns” in China, 
Cuba and in socialist Africa against the same infec- 
tions (e.g. malaria) high-technology interventions have 
failed to control elsewhere (e.g. Mexico or India). 

But if, as Segal & McNally claim, Marxism is not 
worthy of our attention, what approach is? Para- 
phrasing Vysheslavtsev’s inaccessible volume again, 
they argue “technology is wholly dependent 
upon...the spiritual premises of the historical 
period” and that “material forces” are always sub- 
ordinated to these “spiritual premises”. Vysheslavtsev 
believes, we are told, that “the progress of medicine 
took place because human thought looked for new 
meihods to fight disease”, men invented ploughs to 
till the earth, weapons because they wanted to make 
war, and so forth. In short, Segal & McNally proceed 
from the assumption that things happen because we 
want and need them to happen this way. One might 
ask why, with spiritual forces in the saddle, the medie- 
val Church had such a rough time with the Plague, 
why the Calvinist utopia turned into the industrial 
nightmares of 19th-century stockyards and sweat- 
shops, or why, since presumably “human thought” 
has been looking for centuries for new means to fight 
disease, the “miracle drugs” were developed only 
recently? But for the sort of idealist schema Segal 
& McNally propose, the perception of incongruities 
between motives and outcomes cannot arise. 

Segal & McNally-now apply their “spiritual deter- 
minism” to Soviet history, but with a nasty twist that 
might even have shaken Vysheslavtsev. For once the 
reviewers have planted the idea that for each event 
there is an equivalent motive, they discover appropri- 
ately “sick” or malevolent motives not only among 
those who perpetrate events with which they disagree, 
but among those who suffer from such events as well. 
The consequence is the use of psychiatry as a political 
weapon to blame the victims of Stalinist repression 
(not just Stalin or Stalinism) as well as the heroes 
of the Russian Revolution. 

The Bolsheviks won, Segal & McNally report, 
because of the “ambivalent attitude of the Russian 


‘ people towards authority” and “the anarchistic, des- 


tructive tendencies of the Russian” which developed 
“into passive devotion to power”. The October Revo- 
lution succeeded, therefore, as did Stalin himself, for 
reasons “that were more psychological than econo- 
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mic”. From here, the complexity of Soviet history is 
reduced to “basic psychological orientation of those 
with uncontrolled power” although, in the next 
breath, we are instructed that Stalin’s fury derived 
from his inability to establish complete control! We 
need not ask, as Navarro does, whether Stalinism (not 
Stalin’s personal paranoia, but the system of repres- 
sive industrialization) and its distortion of health 
reform can be explained by Soviet underdevelopment, 
chronic war, or intense international enmity and com- 
petition. Once uniformity is assumed between 
motives, the behavior of political leaders, the psy- 
chology of masses, and historical events, the Marxist 
method is clearly irrelevant, as is any approach which 
attempts to refute purely subjective criteria. 

Still, as unaware as Segal & McNally sometime 
seem of political realities, their analysis is profoundly 
political. After dividing the world into the same bi- 
nary system imposed in the post-Sputnik 50s with 
the “totalitarian” and “destructive” peoples of the 
socialist world facing the “peace-seeking” industrial- 
ized West, the malevolent desires identified beneath 
the Soviet surface are universally applied to the rest 
of the socialist world. 

First, Segal & McNally extend their “analysis” to 
all sectors of Soviet Society. Thus, the same “destruc- 
tive” motives behind the Bolshevik victory are behind 
contemporary developments in health. So, they argue, 
‘the feminization of Soviet medicine” far from having 
to do with rights of women is really a government 
plot to “maintain the low status of the medical profes- 
sion in the U.S.S.R”. This, though in the next sen- 
tence, they claim men are given preferential treatment 
in Soviet medical schools. Next, now that socialism 
itself rather than a single evil event is tied to collective 
pathology, the analysis is extended internationally. 
Where no data supports this argument, data is in- 
vented. Where contradictory evidence is well-known, 
it is either ignored or Segal & McNally imply the 
“real” evidence (which they too withold from us) is 
“secret”. 

Having chided their imaginary Marx for equating 
cultures in slave societies, the reviewers now argue 
that despite minor differences all socialist societies are 
“totalitarian” and persist through “bloody measures”. 
Since the real statistics are not sufficiently impressive, 
we are told that according to “some” figures (perhaps 
Vysheslavtsev’s?) “Mao’s terror” reached 150,000,000. 
Meantime, instead of helping us understand why the 
Cuban Revolution was relatively bloodless, we are 
told “it is difficult to specify the human losses” as 
if somehow the real losses were incalculably_ high. 
And, of course, we are told nothing of the elimination 
of famine in revolutionary China or of the elimination 
of the major killer diseases in Castro’s Cuba. Even 
as the reviewers invent figures of their own, they call 
Soviet statistics “suspicious” and criticize Navarro for 
not seeing “the hidden aspects of Soviet medicine” 
or knowing its real “secrets”. Then, in a fit of anti- 
communist zeal, they conceal a well-known piece of 
contradictory evidence. For once we recall that the 
Communist Party represents a majority of workers 
in Italy, France, Portugal, and probably in Spain as 
well (not to mention Eastern Europe), their “well- 
known fact” that “the working class in highly devel- 
oped countries remains indifferent to communist 
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ideology” dissolves back into the 50s cliché it always 
was. A decade ago, in a national T.V. debate about 
US. atrocities in Vietnam, Segal’s former Harvard 
colleague Arthur Schlesinger Jr quipped “if the ends 
don’t justify the means, what does?” and added that 
the Vietnamese were not ready for free elections. 
Now, Segal & McNally explain this is a “communist 
belief” and that the communists think “people cannot 
be free and need a guardian like children”. Through- 
out their analysis, they repeatedly lose credibility by 
failing to note obvious parallels between Stalin’s sus- 
picion that everyone was plotting against him and 
attitudes in the Nixon and Johnson Whitehouse. Of 
course, Soviet statistics are not wholly accurate, nor 
Soviet intentions pure. But the lack of comparative 
assessment in Segal & McNally’s argument tells us 
‘it is a political monologue designed to excite anything 
but thought or conversation with “the other side”. 

I have merely touched the review’s problems, neg- 
lecting its discourtesy to Dr Navarro, the illogic of 
the argument even on its own terms, the racialist ima- 
gery used to describe the Russian people, and the 
clear parallels between Segal & McNally’s use of psy- 
chiatric categories as political weapons and their use 
today to stifle dissent in the Soviet Union and to 
repress and label the poor in U.S. ghettoes. It might 
also be interesting to apply the reviewers’ “analysis” 
to their own approach, searching for the deeply- 
rooted resentments and projections that led them to 
so distort Navarro’s book, Soviet history, and the 
realities of the contemporary scene. More to the 
point, how are we to confront a political stance which 
reduces history to the externalized anger of those 
whose commitments have turned sour? Even if it were 
possible for us to keep politics and medicine separate, 
this is not our task. For the broad meaning of 
Navarro’s books on the Soviet and American systems 
is that subordination is the consequence of insulating 
medicine, not autonomy. In sum, the issue remains 
which sort of political ideals and commitments are 
most consistent with what we know about the world 
as health professions. The single virtue of the Segal 
& McNally piece is that it makes our choice more 
transparent than it usually is 


Yours Sincerely 


EVAN STARK 
Research Associate, Surgery, Yale Medical School 
and Co-Director “Family Violence Project” 


To the Editor-in-Chief 
Social Science & Medicine 


Dear Sir 

As an editor of Social Science and Medicine, I must express 
my sense of outrage at this review. A serious appraisal 
of Navarro’s work would be very useful. However, Segal 
and McNally resort to the lowest forms of cold-war 
innuendo. It is difficult to believe that they would submit 
such a shallow and unfair review in this day and age. On 
the other hand, oppressive responses to serious Marxist 
scholarship are nothing new, and Segal and McNally cer- 
tainly adhere to the abysmal tactics that characterized 
the McCarthy period and other low points of intellectual 
history. 
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I know that Navarro is preparing a detailed response 
to Segal and McNally. In this letter, I will touch on only 
a few points briefly. 

First, Segal and McNally imply throughout their review 
that Navarro apologizes for the USSR. Nothing could be 
further from the truth. Navarro’s book is the outstanding 
critical appraisal of the Soviet health system. This is what 
Navarro means by his sub-title, “A Marxist Critique”. He 
makes no excuses for the excesses of Stalinism or for the 
problems of the current Soviet system, which he documents 
in great detail. Navarro undoubtedly is sympathetic to the 
Soviet struggle towards socialism. He attempts to explain 
how Soviet health and welfare strategies were led astray. 
However, at no point does he excuse the errors of the 
country’s leaders. On the contrary, he offers perhaps the 
most trenchant critique of health and welfare policies that 
has appeared until this time. His critique is all the more 
impressive since Navarro employs a Marxist viewpoint. 

Second, Segal and McNally’s style is particularly ob- 
noxious and unfair. At many points, they place words or 
phrases in quotation marks, giving the false impression 
that these quotations are Navarro’s statements. Again, this 
is completely inaccurate. Occasionally, Segal and McNally 
do supply accurate quotations from Navarro. However, 
there is no way that the reader could distinguish these 
accurate quotations from the many phrases that Segal and 
McNally place in quotation marks for no apparent reason. 
Generally the phrases so demarcated are explicit or subtle 
jibes at the Soviet system. This stylistic habit makes it 
impossible for the reader of Segal and McNally’s review 
to arrive at a reasonable impression of the contents of 
Navarro’s book. The reviewers’ use of quotation marks 
comprises a technique that is both unscholarly and politi- 
cally unfair, because of the false innuendos it creates. 

Third, the reviewers’ discussion of material versus ideo- 
logic causation shows great naiveté about the dialectic 
method. Marx and others in the Marxist tradition have 
assigned primacy to material factors in historic processes. 
However, the interplay between material and ideologic fac- 
tors is always seen as a dialectic process, in which both 
factors exert major causal influences. Segal and McNally, 
in their criticism of Navarro, create a straw man. Navarro 
certainly does not offer a simplistic materialist analysis. 
In fact, it is the richness of Navarro’s ability to combine 
ideologic and material factors in his explanation that com- 
prises one of the great strengths of his work. 

Fourth, Segal and McNally’s contention that capitalist 
and socialist societies “utilize the same productive forces” 
is ridiculous. This is an unusually naive version of the 
now commonplace convergence theory, that postulates an 
historic convergence between socialist and capitalist devel- 
opment. The problems of this viewpoint have been exten- 
sively discussed elsewhere. In brief, capitalist and socialist 
political-economic systems show completely different rela- 
tions of production. In capitalist societies, the means of 
production are privately owned; in socialist societies, the 
means of production are socially owned. This does not 
imply that there are no problems in socialist countries. 
One major problem is the persistence or re-emergence of 
social hierarchy. However, the difference between the two 
systems in the relations of production remains the most 
fundamental social reality that structures people’s everyday 
existence. 

Fifth, the reader of Segal and McNally’s review can only 
be incredulous at such statements as “the USSR is even 
less industrialized in certain specific areas than the Western 
European countries and the U.S.A., which strive for peace”. 
The history of Western European and United States 
foreign aggression is now so well known that only the 
most myopic or fanatical can deny its existence. It is amaz- 
ing, after the past 20 years, that anybody, let alone suppo- 
sedly serious academics, can overlook such tendencies as 
shown by the role of France and the United States in 
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Indochina. Many other examples of imperialist interven- 
tions by the countries purportedly striving for peace— 
interventions that have been extremely detrimental to the 
health and welfare of people in Africa, Latin America, Asia, 
and elsewhere throughout the world—can no longer be 
ignored by any of us. All this is not to excuse adventures 
in social imperialism by the USSR. However, the expan- 
sionary tendencies of the Soviet Union in many instances 
compare favorably with those of the so-called Western 
democracies. It is truly unbelievable that academic 
reviewers, at this late date, can fail to see defects of the 
Western systems. 

Sixth, Segal and McNally’s comparison of academic free- 
dom in the Soviet Union versus the United States shows 
again either the height of naiveté or a complete lack of 
candor. The twentieth century has seen periodic repression 
of Marxist intellectuals throughout Europe and North 
America. During the McCarthy period, many intellectuals, 
professors, and other cultural workers were unable to hold 
their jobs because of political repression. Even during the 
present historic period, Marxists face extreme difficulty in 
obtaining academic positions in the United States. 
Although the Marxist paradigm is gaining greater atten- 
tion and acceptance, scholars holding Marxist views often 
do not receive treatment as serious scholars. The examples 
of political firings from American universities are now well 
known. Both Navarro and I myself have personally faced 
this sort of repression. Segal and McNally’s rosy picture 
of academic freedom in the United States, compared to 
the Soviet Union, would be funny, if it were not so sad. 

In summary, the distortions and inaccuracies that Segal 
and McNally have created are truly reprehensible. One 
can only hope that their invidious commentary will not 
dissuade readers from consulting Navarro’s original work. 
La Clinica de la Raza HOWARD WAITZKIN 
1501 Fruitvale Avenue 
Oakland, California 94601, U.S.A. 
and 
Department of Sociology 
University of California 
Berkeley 


On The Nature of Cold War Soldiering and 
“Red”-Baiting 
A Reply 


Debate about the nature of Soviet society and Soviet medi- 
cine is much needed. But as I indicated in the introduction 
to my book Social Security and Medicine in the U.S.S.R.: 
A Marxist Critique, most of the works published in the 
United States have come either from uncritical supporters 
of those experiences or, more frequently, from authors who 
saw the U.S.S.R. as the enemy and adversary which should 
be mercilessly attacked. They thus saw themselves as carry- 
ing on at the ideological and academic levels the cold war 
which those in power in the United States of the fifties, 
sixties and even seventies expected and wanted to win. 
Consequently, they dismissed whatever achievements the 
Soviet Union may have made during the 60 years of its 
existence as largely the result of the fantasies and delusions 
of what one of those authors called the world of Leniniana. 
Needless to say, part of this ideological struggle, extremely 
simplistic in its basic approach, was to present the other 
guys, the U.S.S.R. (and all other “communist” countries, 
indiscriminately lumped together into the “red bloc”) as 
the bad guys and we (the U.S.) as the good ones. The two 
sides of the ideological confrontation were clearly 
delineated, and the task clearly defined. Intellectuals in- 
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volved in this task were supposed to contrast the evil pres- 
ence on the other side with the goodness assumed to exist 
inside our shores. As I wrote in my text, one of the first 
casualities of that war was accuracy in reporting. Accuracy 
and scholarship were and are not values appreciated in the 
art of soldiering. Obviously, the authors of the review of 
my book (published in Volume 12B, Number 4 of Social 
Science and Medicine), Boris Segal and Raymond McNally, 
who are affiliated with the Russian Research Center at 
Harvard and who are authors of several works on the 
U.S.S.R., felt attacked and consequently wrote a predict- 
able review where, in a similar act of soldiering and in the 
same Cold War spirit, they aim at showing that the 
U.S.S.R. and all societies which they ‘call communist are 
indeed, evil, expansionist and imperialist compared to the 
United States which they define as respectful of human 
rights and striving for peaceful purposes in her national 
and foreign endeavors. Moreover, denying any involve- 
ment by U.S. academicians in the Cold War, they endow 
American sovietologists’ studies in the fifties, sixties and 
seventies with objective standards and noble purposes 
aimed at finding the truth about the U.S.S.R. But my 
reviewers’ soldiering goes further than that. They want to 
incriminate me in that evil by proxy. Furthermore, they 
want to show that my analysis of the Soviet reality is 
dubious, insufficient, non-objective, dogmatic and untrust- 
worthy because of the method I use, i.e. Marxism. As one 
colleague said, they try, with an apostolic mood worthy of 
a better cause, to kill once and for all the enemies which 
they consider to be the Soviet Union, the red bloc coun- 
tries, communism, and Marxism, in that order. To that 
purpose, they use a style and approach which is quite fami- 
liar to those who were exposed to McCarthy repression in 
the United States. They uninhibitedly abuse and manipu- 
late the adversary’s beliefs by distorting, misquoting and 
implying positions which the adversary does not uphold 
but that the reviewers know will find receptive earg in the 
realm of those in power. I frankly expected that Cold War 
warriors would have developed by now a more sophisti- 
cated argumentation and style. But Segal and McNally 
seem to have become stuck in the trenches of that war. 
Still, since their review is published in a journal which aims 
at scholarship, it needs a response, if nothing else, at least 
to correct the blunt manipulation and inaccurate reporting 
of my work. 

But first, one cannot let some of the Cold War clichés 
in which my reviewers indulge go unanswered. Without 
hesitation or embarrassment, they indicate that the Soviet 
Union’s foreign policy is imperialistic while ours is search- 
ing for peace. Nowhere in my volume did I make any 
statement which could be read as an evaluation of the U.S. 
or U.S.S.R. foreign policies. But in their enthusiasm, my 
reviewers’ pens slipped further. They wanted to put the 
record (whose record?) straight. It speaks quite highly of 
their soldiering commitment and quite poorly of their 
scholarly competence that they can write of the U.S.S.R.’s 
policy as an imperialist one aimed at “extending the 
borders of the empire which it rules” (p. 283), while that of 
the U.S. is one of “striving for peace” (p. 283). It seems that 
Segal and McNally are so busy attacking the enemy that 
they do not have the time nor the motivation to learn the 
well-documented history of American military intervention 
in defense of U.S. interests around the globe. According to 
the United States Congressional Record, for example, from 
1879 to the outbreak of World War II, American troops 
were sent 145 times to foreign countries to defend Ameri- 
can interests[1]. And since World War II, Iran in 1953, 
Guatemala in 1954, Dominican Republic in 1965 and, of 
course, Indochina in the fifties and sixties are just more 
recent examples of that “peaceful” foreign policy. Besides 
those cases of direct involvement by American troops, that 
“peaceful” foreign policy has included (1) innumerable 
cases of military and police support provided to some of 


what Amnesty International has defined as the most 
oppressive and totalitarian regimes in today’s world such 
as Iran, Saudi Arabia and most of the Latin-American 
dictatorships, and (2) many plots to subvert other regimes 
whose existence was considered to be contrary to US. 
interests, e.g. Chile. None other than Mr Korry, United 
States ambassador in Chile during the U.P. government in 
that country, admitted this policy of subversion; he 
finished his testimony before the United States Congress 
by concluding that U.S. foreign policy is the outcome of 
an “old boys network—of say, Mr Geneen, Mr McCone, 
Mr Helms, the brothers Bundy, Mr Rockefeller, and even 
Mr Vance...[which is] designed to be self-serving, self- 
perpetuating and self-protective...[and which] gave us 
Vietnam in the 1960's, assassination plots and the dark 
legacies of all manner of covert operations” [2]. Very 
peaceful foreign policy indeed! 

With similar soldiering spirit, my critics dismiss the 
achievements of the Cuban Revolution by referring to the 
cost of that achievement, i.e. of having to send “mer- 
cenaries” to fight in African countries. The “Cuban aggres- 
sive intentions” in Africa is a phrase frequently heard in the 
top corridors of power in the United States and repeated 
uncritically by the ideologists of Pax Americana. It is para- 
doxical, to say the least, that these arguments come from a 
power which has troops and military bases all over the 
world, including one based on Cuban soil. Still, faithful to 
their task, Segall and McNally focus on the other side, the 
Cuban communists as the aggressors. We are fortunate, 
however, that from time to time some individuals soldier- 
ing in those Pax Americana forces get disenchanted or 
disgusted with those policies and tell us another story. 
After the “Cuban aggression” took place, John Stockwell, 
the head of the C.LA. Angolan Task Force, subsequently 
wrote a book meaningfully entitled In Search of Enemies in 
which he stated that Neto, the acknowledged leader of 
what he defined as the most popular and largest liberation 
movement in that country—the Popular Movement for 
Liberation of Angola—and the Head of the Angolan Gov- 
ernment, did not ask for military assistance from Cuba 
until after the South African invasion of that country, an 
invasion supported by the United States government and 
by the C.I.A. [3] And he documents that charge quite con- 
vincingly. It seems that soldiers in the struggle for Pax 
Americana who work directly in the terrain know the 
reality of those policies better and are more inclined to be 
disenchanted with them than the intellectual soldiers of 
that holy war who, like my reviewers, carry on the battle 
from the safety of academe. 

In the same degree that Segal and McNally intend to 
contrast “their” evil with “our” nobility in foreign affairs, 
they try to contrast the absence of human rights in -the 
U.S.S.R. with the respect from human rights which we 
assumingly have in the United States. And as an example 
of this, they indicate that I—a Marxist—am allowed to 
teach in a leading American university (p. 283). By this 
criteria, we will have to assume that Franco’s regime was 
more respectful of human rights than the United States, 
since in the 1950’s, when I was a student at a leading 
Spanish university—the Barcelona University—there were 
more tenured Marxist professors on that faculty than have 
ever existed at Harvard University, a leading university in 
this country where both the reviewers work. To have a few 
Marxists—token ones—in United States academic circles 
does not mean that there is ideological diversity or respect 
for the right of free expression in the United States. My 
own biography in this country, crowded with discrimina- 
tion and abuse because of my ideological position, proves 
it. But more important than my own case, there are plenty 
of examples of blunt and brutal ideological discrimination 
against Marxists, not only in academia but in all areas of 
life in the United States. Here again, my reviewers seem to 
be so busy attacking the U.S.S.R. that they do not have 
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time to look at their own backyard. The harrassment by 
federal and other agencies of government against Marxists 
is well-documented by now. For some groups, such as the 
Black Panthers, this harrassment has implied the actual 
assassination and/or exile of many of their leaders. The 
dramatic limitation of human rights in the United States 
appears even more clearly when we consider that human 
rights (as indicated in the U.N. Declaration of Human 
Rights) includes the right to medical care, to education, to 
employment, to safety at work, and other socio-economic 
rights. My reviewers blinded by their ideological commit- 
ment, do not seem to realize that while conditions in the 
United States are less oppressive than those in the U.S.S.R. 
on some human rights, in others, such as employment and 
safety at work, for example, U.S.A. conditions are far worse 
than those in the U.S.S.R. Except for the already con- 
verted, the foreign and national policies of the U.S. govern- 
ment do not carry the moral authority to allow their sup- 
porters to pontificate on human rights throughout the rest 
of the world 

In my work, I strongly criticize Stalinism, still existent in 
today’s U.S.S.R., as being a position which denies both 
socialism and democracy that for Marx and for me are 
interrelated. I defined democracy not only as the existence 
of plurality of parties but, more importantly, as the control 
by the population over their own economic, political, 
social or cultural lives. But unlike my reviewers, I feel 
equally unattracted to the other model—the U.S. capitalist 
model. I find both models, the Stalinist model in operation 
in today’s U.S.S.R. and the U.S. capitalist model, abhorrent 
to my beliefs in democracy and socialism. Consequently, I 
have criticized both in different ways and for different 
reasons. It speaks of the high degree of emotional and 
ideological commitment to the U.S. capitalist model that 
my reviewers are so uncritical of that model and so critical 
of the Soviet one. That attitude and posture, clear in 
Segal’s and McNally’s review, leads me to a final comment 
regarding their assumed objectivity. The reviewers indicate 
that “the American approach to Soviet medicine, similar to 
all other aspects of life, is in reality characterized precisely 
by the absence of any specific ideological prejudice” 
(p. 282). One has to read this paragraph twice to make sure 
that one has not misread that gross piece of prejudice. Any 
individual observer of the U.S. intellectual and academic 
environments can become acquainted with the history of 
Russian studies in the universities of this country. Many 
works have appeared by now, showing how most of the 
departments or centers for Russian studies (including the 
center with which Segal and McNally are affiliated) were 
established in the late forties and in the fifties and sixties as 
part and parcel of a cold war campaign to provide the 
ideological armamentarium for that war. Other related 
centers for the study of defense problems were established 
at that time such as the Defense Studies Center at Harvard 
and the Center for the Study of American Foreign Policy 
and Military Policy at Chicago. At Harvard, both cen- 
ters—the Russian Research Center and the Defense Studies 
Center—were established with funds from the Ford and 
Carnegie Foundations and with encouragement from the 
United States State Department. From the very beginning, 
those centers kept a very close relationship with the U.S. 
State Department and the U.S. military establishment. The 
Air Force was instrumental, for example, in supporting 
most of the work in the early 1950s of the Harvard Russian 
Research Center. And the stated purpose of those centers 
was to serve the national policies of those times [4]. 

Nevertheless, exceptions have existed on the U.S. scene, 
and some authors have written positive or more balanced 
accounts of the Soviet experience. But they were conse- 
quently ostracized within the academic community—as 
with Henry Sigerist—or were thrown out of that com- 
munity, as with Herbert Aptheker and many other 
scholars. It speaks of the overwhelming complacence of my 


reviewers that they can speak so uncritically of United 
States scholarship in Soviet studies. 

Having commented on the remarks which refer to the 
Cold War stand of Segal and McNally, let me now com- 
ment on what I consider to be their unsophisticated red- 
baiting anti-Marxism. But, first, let me make some com- 
ments on their abusive style. It is characteristic of their 
critique that, for the most part, no specific references are 
given for the many unsubstantiated remarks they make 
(e.g. 150 million people were killed by Chinese revolution- 
aries), nor do they give specific pages or full quotations 
from various parts of the text for statements that are attri- 
buted to me. Instead, the reviewers, rather facetiously, put 
in quotes many expressions and sentences, some that I use 
in my volume (such as “vulgar anti-Sovietism”) side by side 
with others (such as Stalin’s being a “great father and 
leader”) which I do not use. By not indicating which ones 
are mine and which ones come from other Marxist 
demons, it appears as if I were the author of them all. If 
not directly, at least by proxy I appear, for example, to be 
referring to Stalin as “the great father and leader”. So 
much for unscrupulous McCarthy-like manipulations! 
Needless to say, nowhere do I refer to Stalin in such terms. 
Quite to the contrary. Similarly, they manipulated my 
stand by indicating that “Navarro persists in calling 
[Soviet totalitarianism as] centralization of authority” 
(p. 282), as if I avoided calling Stalinism for what it was. By 
not stating where I am supposed to have done this persist- 
ing, by selecting specific terms and by reshaping them in 
any way it suited their purpose of discrediting the author, 
they most unscrupulously manipulated my position. The 
volume shows that my position is that Stalinism represents 
an abhorrent absence of freedoms; and it is stated without 
compromise and quite straight to the point. The dubious- 
ness then comes from my reviewers, not from my volume. 
Manipulations of my position also appear quite clearly and 
explicitly in other parts of the review. For example, they 
write “the failure of Leninism according to Navarro is 
essentially the result of the poor material conditions of the 
U.S.S.R.” (p. 281). (As usual, they give no specific reference 
or quotation.) But nowhere do I speak of failure of 
Leninism; nor do I attribute Stalinism (which my reviewers 
call the failure of Leninism) to the poor material conditions 
of the U.S.S.R. Nor did I indicate, as the authors, again 
inaccurately claim, that the failure of the U.S.S.R. to build 
socialism was due to the economic backwardness of 
Russia. Actually, not only did I not hold to that theory, but 
I explicitly criticized that theory in many parts of the 
volume, summarizing that critique on pages 109-113. 
Moreover, I specifically criticize the well-known two-stage 
theory of revolutionary change according to which the first 
stage of that change is the development of the economy to 
reach a certain level required for the second stage, the 
development of socialism. Just one quote, among many, 
from my volume indicates my disagreement with that 
thesis. 


To accept, as Stalinists do, the sequential route of socialist 
development in which the growth of material wealth or 
capital accumulation precedes socialist development—the 
growth of socialist cooperative and democratic relations 

is to replicate the capitalist concept of development which 
assumes the primacy of capital accumulation in the system. 
Indeed, there is a need in a socialist society for making the 
economy’s development subject to and dependent on a 
higher priority—the development of a new political and 
social consciousness in the individual, and of a cooperative 
and democractic society. To do otherwise, as Che Guevara 
used to say, is “to assume that the task of building social- 
ism in a backward society is for the revolutionary leaders 
to correct the historical mistake of coming into power pre- 
maturely and force capitalistic relations into one’s own 
country” [5]. 
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- From this and from the 150 pages of my volume, anyone 
can see that I do not consider that economic backwardness 
led unavoidably to the absence of socialism. Nor do I con- 
sider that the failure to build socialism in the U.S.S.R. or 
any other country, can be traced to economic back ward- 
ness. 

With equal disregard for reporting the adversary’s posi- 
tion, the reviewers later on attribute to me the thesis that 
Stalinism was the logical consequence of Lenin’s decision 
to industrialize the country. Again, nowhere did I indicate 
that. The Bolshevik Party leadership changed the policy of 
massive industrialization after the failure of War Com- 
munism (explained in Chapter 2 of my volume) and went 
back to a more gradual and different policy for change, 
following the N.E.P. policies. My reviewers do not mention 
that change of Lenin’s policies, and by maintaining a deaf- 
ening silence, they imply that Stalin’s policies were Lenin’s 
policies. But after Lenin’s death, there was a fight in the 


Bolshevik leadership among Bukharin, Trotsky and Stalin.” 


And Stalin won. Subsequently, he changed Lenin’s polices 
and enforced a rapid process of heavy industrialization based 
on capital extracted most oppressively from the peasantry. It 
was not the need for industrialization that caused Stalin- 
ism. Rather, it was the way that Stalin’s leadership tried to 
achieve that type of industrialization which led to brutal 
oppression. I elaborated on this in Chapters 3, 4 and 5 in 
my volume. Any unbiased reviewer of those pages can see 
that I do not idealize Lenin in those chapters. Far from it 
But it is certainly not my thesis that Stalinism was a con- 
tinuation of Lenin’s policies. My reviewers should not have 
let their evident hatred for Lenin obscure the accurate 
reporting of my position. 

In a similar tone and spirit, they clearly misrepresent the 

historical-materialist method of analysis I used in my 
volume. Sharing the ignorance about Marxism which is 
prevalent among cold war warriors and other similar right 
wingers, they easily indulge in stereotyping of Marxist 
positions, confusing historical materialism with economic 
determinism and wrongly attributing the latter to Marx 
and to me. They indicated that “Marx asserted that the 
bases, i.e. productive forces and productive relations, deter- 
mine the ideological superstructure, i.e. science, philoso- 
phy, ideology, religion, politics, law and ethics” (p. 282). A 
fantastic oversimplification of Marx’s position, an over- 
simplification that is quite prevalent among anti-Marxists! 
Both Marx and Engels explicitely rejected any rigid and 
mechanistic notion of determination, and Engels specifi- 
cally repudiated the idea that Marx and he had ever in- 
tended to suggest that “the economic element is the onl) 
determining one” which he described as a “meaningless, 
abstract, senseless phrase” [6]. As Engels wrote, 
Political, religious, juridical, philosophical, literary, artistic, 
etc. devclopment is based on economic development. But 
all these react upon one another and also upon the econo- 
mic bases. It is not that the economic situation is cause, 
solely active, while everything else is only passive effect. 
There is, rather, interaction on the basis of economic 
necessity, which ultimately always asserts itself [7]. 

Marx never indicated that the economic base automati- 
cally determines and explains the superstructure, ie. the 
political—juridical and cultural-ideological levels of society. 
The latter are not merely mirrors of the former. Moreover, 
the meaning of “ultimately asserts itself” is that the econo- 
mic structure makes some of the ideological and political 
structures more likely than others, but they do not rigidly 
determine in a mechanistic manner any given forms of 
political and ideological relations. As an example, let me 
quote from Wright, 


A good example of such structural limitation determina- 
tion is the relationship between the economic structure and 
the forms of the state in feudal society. Given the nature of 
economic relations in classical feudalism—the control of 


the immediate means of production by the peasantry, the 
appropriation of the surplus product through coercion, the 
limited amount of surplus available, etc.—a representative 
democracy with universal suffrage was structurally imposs- 
ible as a form of the state, i.e. it fell outside the structural 
limits established by economic structures. Within those 
limits. however, a fairly wide variety of state forms could 
occur, ranging from highly decentralized manorial systems 
of political rule to relatively centralized absolutist states. 
While the given structure of feudal economic relations may 
have shaped the likelihood of different specific forms of the 
feudal state, it did not determine uniquely which form 
occurred. [8] 


Marx was not an economic determinist. Some authors, 
who have defined themselves within the Marxist tradition, 
may have been economic determinists, but it is quite a 
manipulation of my position to put me in that category. 
Elsewhere, I have criticized economic determinist interpre- 
tations of history [9] In my volume, I indicated that I used 
historical materialism, not economic determinism, as a 
method of analysis. Obviously, my reviewers confuse both 
and assume both are the same. In my introduction, I define 
the meaning of the former, 
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In summary, in this method of analysis the historical pro- 
cess is perceived as the result of the dialectical relationship 
between the material conditions of the society—the econo- 
mic infrastructure—and the ideology of the dominant 
Specifically in the 
he Soviet Union, the evolution of society resulted 
nteraction between the material basis of develop- 

f that society—which defines the realm of the pos- 
and the ideology of the nobility in pre-Soviet Russia 


= 
I 
groups and/or classes in that society 


sible 
and the the Communist Party in the 
Soviet Union that guided and led to the implementation of 
that whi hey perceived as possible. In other words, in 
order to underst he reality of the Soviet Union, we 
have to study (1) the evolution of the means and mode of 
production in that society and how that production was 
and is structured, (2) how people in that society were and 
nd relate to each other, i.e. what classes and 
that specific society in those specific time 
periods, and (3) the ideas of the groups in that society [10] 


are grouped 


a 
groups existed in tf 


And in the course of my volume, I show how that relation- 


forces and relations of production were 
| only forces which shaped the nature of 
Soviet development and Soviet medicine as my reviewers 
claim 

After abuse, manipulation, and inaccurate misrepresen- 
tation of my position, the reviewers come up with their 
own thesis of Stalinism. After castigating me for believing 
that Stalinism was due to economic backwardness (a belief 
that I do not have); for believing that Leninism was a 
result of poor material conditions (a belief that I do not 
have); and after indicating that all these mistakes came 
from my using economic determinism (a method which I 
do not use), they go ahead and offer their own interpre- 
tation of these events by explaining the advent of the 
“October Revolution and of Soviet authority” (p. 282), as a 
result of “immaturity... destructive tendencies... passive 
devotion to power” (p. 282) of the Russian people. And, 
later on, they explain Stalinism as a result of Stalin’s 
“paranoia and sadism” (p. 283). According to my reviewers, 
the October Revolution (whose appearance I salute) and 
Stalinism (whose appearance and existence I abhor) were 
pathological psychological conditions which affected Stalin 
and still affect the Russian people. Remarkable! Since | 
criticize that psychological interpretation of history in my 
volume (a criticism which my reviewers do not mention), I 
will just refer my readers to it. In brief, I find the reviewers’ 
explanation of the October Revolution as a gratuitous in- 
sult to the Russian people with racist connotations. As to 
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their explanation of Stalinism, I find that to put the blame 
on just one individual overestimates the influence that one 
individual has in the creation of history. As I detailed in a 
more extensive reply to that position—also upheld, inci- 
dentally, by the current leadership of the U.S.S.R.—this 
interpretation ends where it should start, ie. why those 
specific ideas were the successful ones in a competing set of 
ideas and why they kept being reproduced for so many 
years. But I leave it up to the reader to see which one of 
the two positions, my reviewers’ explanation or my own, 
makes more sense. 

In conclusion, had the reviewers done that they had pro- 
mised in their introduction, i.e. to review my volume in 
depth, we all could have learned something out of a much- 
needed debate. But Segal and McNally confused length (5 
pages, a quite rare length for a book review in Social 
Science and Medicine) with depth. Their review was a shal- 
low attack with a shallow content. Their aim was not one 
of debating but rather attacking the reds of the world, 
using a most abhorrent cold war style, red-baiting cliches 
and McCarthy techniques. They all appear under the same 
focus in their soldiering pen. The pages are there and speak 
for themselves. Segal and McNally abundantly quote from 
Vysheslartsev’s The Philosophical Misery of Marxism; they 
may be thanked, however, for showing so clearly the philo- 
sophical and ethical misery of red-baiting in the United 
States. It is remarkable that such a transparent, blunt and 
clear piece, typical of the fifties and sixties, still appears in 
what is defined as an academic journal in the seventies. 
Department of Health VICENTE NAVARRO 
Services Administration 
The Johns Hopkins Universit) 
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A Short Rejoinder 


We hope that Social Science & Medicine will remain a 
forum for rational, amicable contention and not sink 
to the level of name-calling all too evident in Dr 
Navarro’s letter. We have neither desire nor interest 
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in ad hominem remarks, which confuse rather than 
clarify the real issues. 

He attributes motives to us which are false. For 
example, he states that we “felt attacked” upon read- 
ing his book. We did not. He states that “we endow 
American sovietologists’ studies in the fifties, sixties 
and seventies with objective standards and noble pur- 
poses”. As a matter of fact, neither of us are so-called 
sovietologists and do not even acknowledge as aca- 
demically legitimate cold war publications. Hence it 
is rather ridiculous to try to paint us as cold warriors 
and red-baiters. It is evident that Dr Navarro 1s suf- 
fering from a severe case of ideological lag and perse- 
cution complex. The martyr’s stance which he takes 
is a smoke screen to hide the defects in his book. 
Furthermore, we did not write the review “to find 
receptive ears in the realm of those in power”. Neither 
of us is supported by U.S. government funds. One 
of us is a full professor of Russian history at a private 
institution of higher learning and the other is now 
a physician in the United States who was born in 
the Soviet Union and lived there most of his adult 
life. 

Since Vicente Navarro and some of his like-minded 
colleagues have apparently misinterpreted some 
specific remarks in our review of his book Social 
Security and Medicine in the USSR: A Marxist Criti- 
que, we feel obliged to try to answer these objections 
and clarify our differences. Navarro often employs 
clichés such as “cold war soldiering, McCarthyism” 
etc. We who disagreed with his book are continuously 
labeled those in service of the American military 
establishment and State Department, which, in his 
opinion, are connected with the Russian Research 
Center at Harvard University. We certainly have no 
intention of following Navarro’s lead by trying to 
figure out who pays for pro-Marxist works in the 
United States. Instead we suggest that our discussion 
be restricted to scientific matters, as far as possible. 
Likewise, we shall not comment on the main section 
of Navarro’s letter which deals with “American im- 
perialism”. 

Navarro does not seem to agree with our point 
of view that the fact that Marxists are free to propa- 
gandize their views in the USA is already a testimony 
to the real existence of human rights in this country. 
Even in Franco Spain, Navarro writes, there were 
many. Marxist professors, and he does not even see 
that this fact goes against his own reasoning, since 
non-Marxist professors are not tolerated in socialist 
countries. 

We agree with Navarro that both the current capi- 
talist and the socialist systems are far from perfected. 
However, unlike Marxists, we hold that there is more 
freedom and democracy in a pluralist society than 
in a Marxist one. It is not just a matter of change 
that hundreds of thousands of people are trying to 
flee from countries of the socialist camp, whereas 
many western Marxists continue to prefer to live 
under the conditions of “putrefying bourgeois democ- 
racy and capitalism”. 

We do not share Navarro’s strange contention 
that “many works have appeared by now showing 
how most of the department or centers for Russian 
Studies... were established ...as part and parcel of 
the cold war campaign”. He presents no citations as 
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evidence of these “many works”. We still consider 
that most American scholars, including Navarro, 
strive to express their own views as freely and as 
honestly as they can and are not in the pay of some 
propaganda organizations. But in most Communist 
countries, it is a well-known fact that all published 
“products” are meant to serve the aims of govern- 
mental propaganda. Even the book of the self-proc- 
laimed Marxist Navarro could not have been pub- 
lished in the USSR because of its theoretical criticism 
of the Soviet system. Navarro furthermore contends 
that many American studies of Soviet health services 
were not objective and were indeed inimicable to the 
USSR, yet here again he is not able to cite a single 
work of this kind. 

He accuses us of not understanding Marxism and 


claims that Marx was not an economic determinist’ 


in the light of Engel’s famous attempt to disavow 
mechanistic materialism. But surely Navarro knows 
that even in Engel’s view the economic base remains, 
of course, not the only but the leading, main factor 
which asserts itself and ultimately determines the de- 
velopment of the ideological superstructure. The 
material forces of production are of primary impor- 
tance in interacting with the other forces. As Marx 
himself pointed out in his letter to Wedemeyer in 
1852, the nature and intensity of the class struggle 
in any given period is solely dependent upon the way 
in which things are produced in any given society 
at any given time. To deprive Marx of his economic 
base would be a peculiar form of Revisionism indeed. 

It is, of course, understandable that Neo-Marxists 
continue to try to rid themselves of the more dog- 
matic elements in Marx’s teaching, and one cannot 
but applaud attempts to interpret Marx creatively, 
as long as such views do not violate the very spirit 
of Marx’s own statements. 

Dr Navarro insists that our interpretation of the 
October Revolution was “a gratuitous insult to the 
Russian people with racist connotations”. Since one 
of us is a Russian, that is rather strange talk. To 
suggest that a people have traits which are historically 
not genetically conditioned is not racist, as far as we 
know. If it were, most major historians, such as Thu- 
cydides, Herder, Von Ranke, Thierry, and Arnold 
Toynbee would be susceptible to that charge, which, 
we think, is rather silly. 

There is neither time nor space here to get into 
Navarro’s other odd notions about Soviet history—a 
separate field in which he ranges almost as widely 
as he does in Marxist philosophy. He condemns 
Stalin but “salutes” the October Revolution. Such 
criticism of Stalinism by western Communists unfor- 
tunately comes about 40 years too late. It is of no 
consolation to those Russians who lost members of 
their family during the Soviet Holocaust. This belated 
criticism is a mockery when placed against the mas- 
sive suffering and the real monstrosity of Stalin's 
Terror. 

The author claims that we have manipulated and 
falsified his position, but in fact he is guilty of doing 
that to us. Let one concrete example suffice here: 
Navarro quotes our words “the failure of Leninism 
according to Navarro is essentially the result of the 
poor material conditions of the USSR” (p. 781). Then 
he proceeds to show that we oversimplified his 


thought. However, evidently because of an oversight 
on his part, he neglected to include the next phrase 
in our review in which we demonstrated that we 
had indeed understood: “However the author then 
asserts that the question is not simply that of 
economic backwardness but also the special historical 
circumstances—material and otherwise” (Jdem). It 
should be clear to the objective reader, thus, that we 
did not hold that Navarro considered the failure of 
Leninism to result exclusively from the economic 
backwardness of Russia. Navarro is fighting with 
phantoms of his own creation. He need not have 
spent so much time in attacking remarks which we 
never made. In a time of severe social unrest and 
political revolution, authoritarian attitudes have often 
asserted themselves and prevailed in those countries 
with such historical traditions such as China, Cambo- 
dia and Germany, obviously not only Russia. 

It is clear that Navarro is more interested in 
Marxist theory, American imperialism, and Soviet 
history than he is in the subject of his book Social 
Security and Medicine in the USSR, since he has not 
dealt with the specific criticisms we made about the 
data in his book on that topic. This is not by chance, 
since there is no new research in this book. The work 
is a synthesis of English translations of Russian 
sources. As we pointed out in our review, Navarro 
and some other Sovietologists consider that informa- 
tion published in the Soviet Union is reliable. How 
naive can one get? It is as absurd to think that one 
can study contemporary Russian literature by reading 
books published in the USSR as it is to think that 
one can understand Soviet social security and medi- 
cine only by reading published information. The 
author does not know about the real difficulties which 
confront Soviet doctors on a day to day basis, such 
as shortages of proper medicine in Soviet drugstores, 
the rise of infant mortality, alcoholism and the con- 
comitant industrial accidents, the waiting lines in 
Soviet clinics, which Soviet statistics either ignore or 
hide. (See B. M. Segal “Psychiatric Services in Soviet 
General Out-Patient Clinics” Am. J. Psychol. Vol. 2, 
Feb. 1979 and “Alcoholism in Soviet and American 
Society” in Psychiatry and Psychology in the USSR, 
edited by S. Corson, Plenum Press, N.Y., 1976.) 

In his letter Navarro writes that our approach is 
old and outdated, based on ideas which are no longer 
applicable in the seventies. We do not consider our- 
selves to be creatures of fashion. In our minds, well- 
thought-out ideas, whether 20 or 2000 years old, can 
say something truthful. We also think that even 
today, in the 1970’s, superficial books about Soviet 
life are unfortunately still being published. The tone 
of Dr Navarro’s letter confirms our critical appraisal 
of his book; and we stand by our professional stan- 
dards. It is only too bad that his letter, like his book, 
has generated more heat than light concerning con- 
temporary Soviet reality. 
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I. INTRODUCTION 


JOHN M. JANZEN 


Department of Anthropology, University of Kansas, Lawrence 


and 


STEVEN FEIERMAN 


Department of History, University of Wisconsin, Madison 


The present volume proposes to shift the focus in 
historical writing about medicine in Africa from the 
history of a single medicine, usually colonial medicine 
and its victories, to a social history of concurrent per- 
spectives on diseases, forms of therapies, accompany- 
ing social conditions, and the underlying reasons for 
the ascendence, persistence, and decline of constella- 
tions within a society’s or region’s general medical 
system [1]. In effect, we are doing the social history of 
how disease has been perceived and how it has been 


dealt with [2]. We present studies in the history of 


disease and medicine in Africa along lines followed in 
a recent volume on Asian medical systems [3], in 
another volume on the origins of biomedicine in 
seventeenth century England [4], and in the recent 
work of one of the present authors in the utilization 
of therapy systems in Lower Zaire [5, 6]. 

This work is part of a project on “Medicine and 
Society” currently being sponsored by the Joint Africa 


Committee of the Social Science Research Council of 


New York and the American Council of Learned 
Societies [7]. It is one part of a.wider concern for the 
improvement of social research on medical issues in 
Africa. Social research in this area has been extremely 
uneven, both in terms of.quantity and quality [8-12]. 
A major part of this work has dealt with ethnographic 
subjects relating to witchcraft, sorcery, cults, and dis- 
ease. Until recently it has been difficult to understand 


how research on these subjects is related to issues of 
social change and social policy. Another body of 


research, spread across disciplines, has focused on the 
practical problems of introducing biomedicine into an 
African setting. The weakness here has been in 
explaining the behavior of health care consumers 

the people—who do not usually define disease in a 
narrow biological idiom, who do not accept the auth- 
ority of biomedicai practitioners in defining health 
and disease, and who move back and forth among 
three, four, and more therapeutic systems. A further 


problem has been the absence of any clear picture of 


how the various etiologies concurrently used are 
related, either in decision-making contexts or as 
abstract thought systems. Then too, so much writing 
has focused on the negative disease concepts in Afri- 
can thought, perhaps under the influence of patho- 
genically-centered Western biomedicine, ignoring the 
systems of health behavior and related adaptive pos- 
tures of entire populations and cultures. Also, too fre- 
quently African therapeutic responses have been con- 
sidered either at the extreme end of individualistic 
behavior, or at the national planning level of health 
care budgets, missing the middle range of family, kin 
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group, or community resource use in response to the 
challenges of daily life in the periodic episodes of ser- 
ious affliction. These problems will be considered 
further in work by the Medicine and Society project 
[7]. 
The present work identifies, for special attention, 
the historical issues and perspectives of African “dis- 
ease and social change”, and “history of pluralistic 
medical systems”. Both of these areas are nearly un- 
touched in social And yet, African social 
change, indeed, the whole of modern Africa history, 
has been profoundly influenced by disease. It is diffi- 
cult to assess the role of changing medical interven- 
tions without addressing changing disease patterns. 
Changes in social organization, whether in response 
to government directives as in settlement schemes, or 
in response to more diffuse and economic 
forces as in the commercialization of agriculture, have 
frequently led to major and completely unexpected 
changes in disease patterns [13-16]. New patterns of 
disease have themselves led through a kind of feed- 
back to further social change. Much of the recent 
historical research on this subject is seriously flawed 
and starts from the misleading analogy with the his- 
tory of epidemic disease in the Americas in the age of 
discovery. Outbreaks in colonial Africa are then seen 
as virgin soil epidemics rather than results of ecologi- 
cal change. In addition, only the disastrous fall in 
population in the early colonial period has been stud- 
ied; little attention has been paid to the subsequent 
dramatic rise. Needed is closer cooperation across 
disciplines, for historians can identify subtle changes 
in patterns of settlement, production, and social life 
generally, and scholars of biological sciences and 
medical historians can understand complex and diffi- 
cult epidemiological patterns. 

The “history of pluralistic medical systems” is 
needed to offset the sterile tendency in much current 
writing to divide simplistically between “modern” and 
“traditional”, or between “scientific” and “magical” 
medicine in Africa, and then to romanticize the latter, 
emphasizing exotic practices without an adequate his- 
torical perspective or attention to diversity and 
change within pre-modern African medicine. Islamic 
medicine spread from the eighth century onward; 
therapeutic cults rose and declined in Bantu-speaking 
Africa and elsewhere in response to specific historical 
problems such as epidefnics, trade booms, slavery, 
urbanization, the phases of colonialism, and more; 
new techniques were introduced, invented, sold, 
copied, traded and developed. Meanwhile, certain 
practices were relatively stable through time such as 


research 


social 
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bone-setting, midwifery, herbalism, and various etio- 
logical categories. Into this mosaic entered, in the late 
nineteenth and early twentieth centuries, the set of 
practices, personnel, and institutions called variously 
colonial medicine, modern medicine, scientific medi- 
cine, Western and Cosmopolitan medicine. (We shall 
refer to this as simply biomedicine.) This too was 
adopted, administered, controlled, licensed, changed, 
and situated alongside, even within, pre-existing tradi- 
tions. A history of medicine in Africa, in the perspec- 
tive sketched here, is a nearly untouched field. With a 
few exceptions, it is rare to find any discussion of 
interrelations among therapeutic institutions over 
time. Healing cults are almost always treated in the 
literature as though they were isolated and local 
phenomena, with, again, a few notable exceptions 
[17]. There are some separate histories of biomedical 
institutions—e.g. the colonial medical services of par- 
ticular countries 

The perspective to be promoted in this 
emphasizes the systematic relationship of various in- 
stitutions to each other, and the competition of these 
therapies for scarce resources [18]. Even within the 
biomedical sector, where scholars are prone to see 
monolithic ideas and organizations, this competition 


work 


is clear. Hospitals grow at the expense of rural health 
centers. Preventive medicine or public health cam- 
paigns must compete with curative medicine centers. 
These relations among diverse therapies need to be 
clarified, in terms of how they cluster in frequency as 
to town or to labor migration sites, to 


people move 
trade routes or plantations, or how therapeutic 


specialties emerge within sectors of the populace. 

[he papers of the present volume, originally given 
in two Social Science Research Council conferences in 
1978 [19], were specifically solicited to offer theoreti- 
cally probing approaches to these problem areas in 
social research in African disease and medical history. 


The authors were chosen from a cross-section of 
theoretical orientations and, insofar as possible, to 
represent expertise on the major regions and cultural 
groupings of Africa. The Arab north is discussed in 
Gran’s paper; West Africa in two papers on Ghana, 
an urban setting in Patterson’s work, the national 
medical system in Twumasi’s work. East Africa is 
represented in Dawson’s paper, and south-central 
Africa in Ford’s paper. Three papers by Janzen, Prins, 
and Corin discuss Central and Equatorial Africa. 
Feierman’s is a largely theoretical paper not grounded 
in any one region, but based on a review of the litera- 
ture on social change. Discussants at these confer- 
ences were Terence Ranger, historian of Manchester 
University, Don Bates, medical historian of McGill 
University, and Charles Leslie, medical 
anthropologist of the University of Delaware; their 
comments are incorporated, with due reference, into 
the present introductory remarks. To give this set of 
papers and commentaries from two conferences 
covering several theoretical orientations and regions a 
common base for comparison, we present a theoreti- 
cal sketch of the ideas which guided us in this part of 
the project. 

The universe with which we are concerned contains 
disease, health, and medicine; it ranges from con- 
scious medical interventions and health practices to 
barely understood ecological systems. The examin- 
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ation of part or all of such a universe over time 
reveals a rich pattern of continuities and discontinui- 
ties [20], of forms of medical intervention (whether 
preventive or curative) which rise, decline, or change 
in emphasis, while others remain stable over long 
periods. The stable continuous elements and the dis- 
continuous ones often exist side by side not only in a 
single social context at a single time, but even in a 
single social or cultural domain. Braudel’s image of 
historical change as a flowing stream, with some twigs 
and leaves moving on along the water, while others 
are caught in eddies or stuck on fallen branches, 
seems appropriate, especially if we picture his socio- 
logical model ship which moves alongside the real 
debris of history until the moment it cracks up [21]. 

This range of subject matter, and the imagery of 
history as a stream, is given substance in the papers of 
the present collection. Prins, in his contribution on 
the history of Lozi therapeutics over a century, 
demonstrates the rise of some diseases as defined in 
the Lozi language and the decline of others over the 
past century. These changes have proceeded alongside 
the stable continuity of core conceptions concerning 
disease and health. Prins’ central task, of course, is to 
convince us all that the core conceptions, flowing 
down the center of the stream, are an organic part of 
the historical process and not a particularly cleverly 
made model ship. Ford, in his work on trypanoso- 
miasis, keeps in the background of the picture the 
continuity of the ecological pattern of which trypano- 
somiasis is a part, while describing the changeable 
and ineffectual fads and fashions of intervention in 
local economies, insect control, and wildlife conserva- 
tion or destruction. At the same time Dawson, in 
writing about smallpox epidemics in Kenya in some 
of the same places discussed by Ford, notes that pat- 
terns of smallpox epidemicity changed rapidly and to 
a considerable extent independently of control 
measures. Dawson and Ford, taken together, show 
stability in biological patterns where those with 
power intervene to bring change, and change where 
intervention is internal. 

It is clear from these initial examples that we can- 
not explain the patterns of continuity and disconti- 
nuity in our universe of disease, health and medicine 
by examining separate domains—whether biological 
and social, economic and cultural, political and bio- 
logical, or any other simple divisions. The contrasting 
continuities and discontinuities from Prins’ work, for 
example, are located in the cultural (more narrowly 
the conceptual) domain. Dawson and Ford show the 
contrasting rates of change within a single ecological 
system. Our attempts to achieve explanatory power 
or analytic clarity in the study of continuities and 
discontinuities must bring together a bundle of rela- 
tionships. Each must illuminate not simply static 
domains, but patterns of interaction. 

The first such bundle of relationships to be con- 
sidered in our universe of interest—disease, health, 
medicine—is that of biosocial adaptation, in other 
words the way in which all of changing social organi- 
zation is related to human biological needs and vul- 
nerabilities. Patterson’s essay on _ public health 
measures in Accra, Ghana illustrates direct inten- 
tional biomedical intervention in the adaptive process. 
Dawson. in his paper on smallpox, gives an example 
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in which biomedically informed intentionality plays a 
much smaller role. The people of Central Kenya, 
when faced with one biological challenge—famine— 
responded by searching for food in such a way that 
they were endangered by a second—smallpox. The 
famine-smallpox relationship is treated by Dawson 
not as part of an age-old cycle in a closed society, but 
as part of a broad historical process in which coloni- 
zation, capitalist agriculture, and urbanization all 
play integral parts. This seems to us essential to the 
analysis. The study of biological adaptation anywhere 
in Africa over the past century cannot be studied in 
terms of isolated and closed ecosystems. 

There are also some trends in adaptation which are 
not directly concerned with biology. Many of the 
papers address this issue, pointing out how social 
changes in response to urbanization, trade, or labor 
migration alter the conditions of life. Corin, for 
example, shows how Zebola, a women’s possession 
society of Kinshasa, has been adapted to ameliorate 
the isolation of individual sufferers and to enhance 
their networks in the urban setting. Janzen’s paper on 
therapeutic responses to trade on the Loango coast 
demonstrates how healing movements and societies 
took up slack left by declining kingdoms, recruiting 
those most affected and perhaps altering their survival 
rate. Prins’ paper shows the link between wage labor 
in the mines of Rhodesia and South Africa and the 
pattern of labor migration, survivorship (or lack of it), 
and therapeutic cults among the Lozi of Zambia. 
Gran, in a comparable point in his paper on Egypt, 
suggests that the Sufi brotherhoods and the practi- 


tioners of prophetic medicine cushioned the impact of 


rising alienation during the commercial capitalist 


period. More research is needed on the relationship of 


Africa’s therapeutic orders and broad-scale trends 
which seem to precipitate them, and on whether, or to 
what manner, their members are given an adaptive 
edge. Ranger has observed that the therapeutic orders 
of Africa have constituted a unique basis for the de- 
velopment of new societies, thus new adaptive ar- 
rangements, in drawing categories of sufferers to 
them, every bit as important as kinship groups [1]. 
These social cushions around adverse life condi- 
tions require, for their analysis, the articulation of a 
second bundle of relations spelling out continuities 
and discontinuities in conceptual systems which 
organize the criteria of therapeutic intervention and 
define conditions of health. This bundle of relations 
we call the biocultural. Many of the most reputable 
studies in African therapeutics are greatly concerned 
with conceptual systems [22-29], some almost exclus- 
ively so [23]. The present set of papers however 
emphasizes that continuities and discontinuities in 
therapeutic ideas do not occur in a vacuum, but that 
social, economic, and political factors determine 
whether one set of concepts or another will take pre- 
cedence, and how they are ranged across and within 
society's classes and categories of people. Gran’s 
paper sketches this broadly in an “overview” of the 
main phases of medical philosophies in Egypt's his- 
tory, relating successive constellations of ideas, prac- 
tices. and social groups to modes of production. 
Whether we accept his particular model of epocs and 
social groupings or not, there is incontestably value in 
this approach to the history of medical systems; it is 


comprehensive in scope, it examines the social context 
of all sets of ideas. 

It is of course important as well to look beyond the 
context of ideas to their consequences in therapeutic 
application or in health systems. Many papers 
attempt this, perhaps the most striking example being 
Ford’s demonstration of the ineffectualness of efforts 
to eradicate sleeping sickness, and elsewhere Hughes 
and Hunter’s work on “consequences of develop- 
ment” [15]. More work is needed to identify salient 
ideas behind strong positive adaptive systems and 
therapies, such as is offered by Corin on a women’s 
association in Kinshasa, and by Twumasi on the pos- 
tures leading to community primary health care in 
Ghana. 

These analytic approaches which study continuities 
and discontinuities at several levels and in several 
modes of interrelationship, as well as the social con- 
text and consequences of medical intervention, yield a 
more rigorous historical approach to the way in 
which major constellations of concepts, practices, and 
consequences of medicine come into being, persist, 
and disappear. With this we come to the question of 
time scales in historical reconstruction, a key issue in 
medical, or any other, history. Braudel emphasizes 
three such scales of value to us [21]. The first is that 
of the very local and short term rhythm of events, 
which we discern in individual case episodes, where 
alternative ideas, therapies, and sets of healers make 
their repeated appearance. In the present set of 
papers, Prins’ work offers microscopic detail of 
several case episodes. Janzen and Arkinstall’s studies 
of therapy management in case episodes in Lower 
Zaire [5] offer a further example of this time scale 
Braudel su time scale in_ historical 


gests a second 


g 
reconstruction, that of cyclic change, which in African 
disease and medical history would take note of perio- 
dic epidemics and their causes, or of the rise and de- 
cline of therapeutic movements or cults in a series of 
nearly-identical forms. Dawson’s work on smallpox in 
Kenya neatly traces the surges to epidemicity of ende- 


mic disease in terms of social and economic and 
r th 


nutritional dislocations. Janzen’s chapter on the his- 
tory of Loango coast medicines demonstrates long 
range renewal within the framework of over-arching 
medical taxonomies. These first two types of change 
within permanence, or discontinuity within 
tinuity, are distinguished by Braudel from the history 
long term” secular trend, in which 


con- 


of the “very 
received modes of adaptation and categories of medi- 
cines and their institutions undergo irreversible trans- 
formation, even replacement. This is the type of his- 
torical trend Braudel suggests social scientists must 
scrutinize most closely, for it escapes encapsulation 
into neat diachronic, temporal, structures; it is essen- 
tially not analytically controllable. The present papers 
hint occasionally of such change; some confront it 
directly. Many note Africa’s progressive involvement 
from the fifteenth century on with Western commer- 
cial capitalism—whether Egypt of the sixteenth cen- 
tury, Loango of the seventeenth and eighteenth 
centuries, or Rhodesia afid Southern Africa of the 
nineteenth and twentieth centuries. New diseases and 
life conditions were met by new therapeutic responses. 
the introduction of Western biomedicine being only 
one of many responses. 
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The analytical approaches proposed here—which 
establish salient linkages between sets of biological, 
biochemical, social, political, economic and intellec- 
tual domains—permit a clearer determination of the 
causes of change, and of the internal divergencies and 
directions of change in therapeutic or adaptive sys- 
tems. However the characteristics of change may vary, 
as several authors indicate in theoretical remarks. 
Prins, by identifying core concepts in Lozi thera- 
peutics which prevail over time, suggests that there 
are longterm continuities in a conceptual paradigm, 
followed by gross discontinuities, much in the manner 
of Kuhn’s understanding of scientific revolutions [30]. 
Feierman takes a different approach to the issue, stat- 
ing that multiple paradigms often coexist in a society, 
changing relative positions of intellectual content as 
alignments in social forces change. He uses the social 
context of seventeenth century British medical change 
that ushered in biomedicine during the time of Locke 
and Sydenham to illustrate this point. Other papers 
state that what defines centrality or dominance of a 
set of ideas and practices is the control of resources. 

This “opening up” of the identity of “medicine” in 
historical perspective may seem disconcerting to 
medical purists, but it also resolves some of the 
thorny issues that have plagued social analysis of 
medicine in Africa. Most authors in the present col- 
lection seem to agree with Fabrega that “the medical” 
in comparative analysis should be defined as that 
which a society holds to be the current approach to 
resolving disease and misfortune problems [2]. Ford’s 
ecological approach of a disease phenomenon or sys- 
tem eludes modern medical intervention 
demonstrates the validity of such a definition of the 
medical domain. With deliberate and effective control 
of sleeping sickness there may come an enlarged, or 
changed medical consciousness. Analytically, it is best 
to assume that human control and intervention in 
areas of disease will always be limited with regard to 
the total interlinked dynamics of the disease’s causes. 

The approach advocated here also eliminates a 
series of false dichotomies having plagued social 
analysis of African medicine, such as that between 
scientific and magical medicine, Western and non- 
Western healers, or modern and traditional, polarities 
which in fact reside within one society’s overall medi- 
cal system, or even within its therapeutic and preven- 
tive sub-systems. Thus a question such as “can tradi- 
tional healers be used?” dissolves in the definition of 
the several types of practitioners each with its own 
social and economic context and intellectual heritage. 
In an important and related point, the introduction of 
the West’s medicine into Africa can with this 
approach be revised. We cite Bates at length because 
his “dissolving” of monolithic Western biomedicine is 
in close accord with the emphasis we are making in 
this volume. 


which 


“Western” medicine was not a monolithic or unchanging 
element in the medical pluralism of African countries. For 
example, we are inclined to speak of a medical “system” as 
if referring to a body of theory concerning the nature of 
disease which is more or less coherently integrated with 
healing practices. But, in Western medicine at least, there is 
a striking schism, which began with the demise of 
Galenism in the sixteenth and seventeenth centuries, 
whereby actual treatment methods remained largely un- 


changed and few in number, while notions about the 
human body and its diseases altered radically. 

The seventeenth-century bleeding and purging ridiculed 
by Moliére, for example, were scarcely different from the 
heroic medicine of mid-nineteenth century America, des- 
pite profound advances in the sciences of human biology, 
pathology, and epidemiology over that same period. This 
schism was possible largely because of a very long tradition 
of intellectual and institutional interest in these sciences, 
independent of the healing function. In contrast to African 
indigenous medical systems, then, it is possible that the 
colonizing nations initially exported a diagnostically rich 
and therapeutically impoverished system, along with a 
higher social prestige for knowledge and theory than for 
treatment. 

Reflecting this schism between scientific knowledge and 
actual practice, around the turn of the century Western 
medicine was tinged with therapeutic nihilism, but had a 
good deal of enthusiasm for prevention and public health. 
Since 1900, however, a second schism has widened—that 
between curative medicine and prevention. Indeed, it could 
be argued that curative medicine is, by itself, a “system”, 
and public health another “system”, suggesting that even 
“scientific” medicine has pluralistic tendencies within itself. 
Western curative medicine is chiefly concerned with the 
individual, public health with the social group. Each has its 
own institutions, personnel, technology, and philosophy of 
disease causes and how best to respond to them. One sys- 
tem is frequently in conflict with the other. African medical 
systems, on the other hand, seem often to stand somewhere 
between these two, blending, in both theory and practice, 
individual treatment with an interest in the larger social 
unit. 

Besides these structural questions as to the very sort of 
system(s) Western medicine was, or has become, there are 
many significant changes in that medicine over the past 
125 years. For example, homeopathy, which had arisen 
somewhat earlier, reached its height and faded away during 
this period. The germ theory was developed and gradually 
gained ascendancy. With antisepsis, anaesthesia, and a 
mechanistic understanding of the body, surgery was begin- 
ning that conquest of the public imagination which became 
so marked in this century. Psychiatry appeared on the 
scene, developing along differing theoretical and _insti- 
tutional lines, and with differing degrees of influence, in 
different colonizing nations. Some aspects of this multifa- 
ceted Western medicine transplanted easily; others with 
great difficulty. For instance, there is always a tendency for 
techniques to move transculturally more easily than theor- 
ies—witness injections from the West, acupuncture from 
the East [31]. 


Thus, to view biomedicine as an element of Wes- 
tern medical pluralism introduced into Africa requires 
us to examine carefully which emphases, elements and 
priorities were introduced where. Gran nicely shows 
this in the history of Egyptian medicine. Twumasi 
demonstrates the major differences between curative, 
hospital-centered allopathic biomedicine, and primary 
health care oriented, community-centered, medical 
work emerging in Ghana. 

To view all therapeutic trends as part of a pluralis- 
tic medical system in a given society, whether this be 
twelfth century Egypt, seventeenth century England, 
or twentieth century Zambia, helps us to identify the 
direction of change, because a combination of com- 
peting or complementary strains is never static, or 
reduced to opposing poles in a dual system, but 
depends on social alignments and total contexts of 
knowledge, including literacy, religion, and the like. 

Finally, to approach the study of disease and medi- 
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cine in terms of numerous domains as suggested, 
should give rise to a greater degree of professional 
and scholarly humility. Ford’s work on the trypano- 
somiases of South-central Africa reminds us that we 
do not understand many complex ecological linkages. 
Therefore, as Dawson’s work on smallpox and Prins’ 
on migrant labor tuberculosis remind us, we cannot 
underestimate the disease costs of “development.” 
Planners need to pay far more careful attention to 
vested economic and political interests. We should 
also be sobered by the resilience of core ideas in Afri- 
can therapeutic systems which have endured cen- 
turies, and survive to the present. 
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Abstract 


In the late nineteenth century smallpox epidemics usually occurred during or at the end 


famines. Many historians have noted the relationship of smallpox and famines. They believed malnutri 
tion lowered resistance to the disease, and hence brought on the epidemic. Nutrition, however, affects 
only the mortality rate of smallpox victims, and not the morbidity rate. The heightened morbidity 
resulted rather from the famine responses of the starving populations. Increased population movements 
trade, crowding into areas with food, and the like, were the reasons for the epidemics, not malnutrition 
The early colonial period saw African societies undergo social and economic changes similar to the 


famine responses above. Trade expanded greatly with the introduction of cash crops; labor migration 


caused larger and more frequent population movements; and urbanization created larger 


and denser 


populations. The introduction of vaccination did help mitigate the adverse epidemiological effects of 


these changes, but the British vaccination campaigns were beset with many problems of their own. The 
result was that smallpox appeared in frequent local outbreaks with low mortality, and only occasional} 


in widespread epidemics. 


Although smallpox has a long history of endemicity 
in Kenya, the epidemiology 
changed through time. The social and economic 
changes of the colonial period had significant effects 
on the way in which smallpox was spread. In the late 
nineteenth century, the disease maintained a very low 
level of endemicity, and at times of ecological stress 
flared into devastating epidemics. The early colonial 
period saw the disease appear more frequently in 
small local outbreaks with sizeable epidemics being 
uncommon. Below, I will present some preliminary 
findings which help explain this change in epidemio- 
logy of smallpox in Kenya; but some of the conclu- 
sions must be regarded as tentative since field work is 
still being conducted [1]. 

In order to study the impact of early colonial 
changes, it is essential to understand the epidemiology 
of smallpox in the late nineteenth century. As stated 
above, the major periods for the spread of smallpox in 
the late nineteenth century were during and immedi- 
ately following major famines [2]. This relationship 
between famines and disease, particularly smallpox, 
has been noted by several historians [3-5]. Many his- 
torians assume that sudden starvation weakened the 
population’s resistance to disease thus causing the 
endemic form of smallpox to become epidemic. This 
assumption, however superficially reasonable, is not 
true. Malnutrition and many diseases do interact, 
usually synergistically, to the detriment of the victim. 


of the disease has 


Nutritional status is also an important determinant of 


the immune response of the host; however, in regard 
to smallpox, an individual’s immunity to the disease is 
determined solely either by a previous contraction of 
the disease or artificially through vaccination or var- 
iolation. Therefore, in the case of smallpox, malnutri- 
tion undoubtedly determined the fate of many small- 
pox sufferers, but could not act as the cause of a 
widespread epidemic [6]. Rather, the most important 
cause of the epidemics was the social reactions to 
famine. This point is demonstrated by the events 
which occurred during the 1897-1900 famine in cen- 
tral Kenya. 
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By June 1898 over most of central and eastern 
Kenya, the long rainy season had failed and famin« 
was imminent. The food shortages were compounded 
by vast losses of cattle by the Maasai, Kamba a 
Kikuyu in a pleuro-pneumonia epizootic in the Fall 
of 1897 and an outbreak of rinderpest in March 1898 
[7]. Hordes of locusts had already destroyed 
and vegetation in Kiambu and were 
Ukambani and Taveta [8-10]. This was the beginning 
of the most devastating famine in the last 100 years in 
which an estimated one-tenth to one-half of the Afri- 
can population died of starvation, dysentery, or small- 
pox in the next 2 years 

Famine set in quickly in Ukambani. Many Kamba 
turned to hunting for food, but game was rapidly de- 
pleted through a combination of disease, lack of for- 
age, and hunting [11-13] 


crops 


moving into 


13]. The Kamba sent caravans 
to the Kikuyu and Mbeere to trade for food. Special 
famine markets were arranged to deal with the in- 
creased volume of trade. By October 1898 famine was 
widespread in central Kenya [7, p. 29; 14, 15]. In early 
1899 hundreds of Kamba migrating to the 
Mount Kenya area in search of food; while many 
others went to Taita, Taveta, towards the coast, and 
the Mount Kilimanjaro area. Other Kamba resorted 
to raiding, particularly the Mbeere, for food [16] 

In many areas, including Ukambani, smallpox 
erupted probably in early 1899. The disease spread 
rapidly, particularly among the young. The Kikuyu, 
who were sheltering many Kamba, began to kill the 
Kamba entering their country in an attempt to keep 
the disease from their villages [15, p.4; 17, 18]. The 
effort was in vain and the areas involved heavily in 
trade suffered greatly from smallpox. By June 1899 an 
American missionary described Ukambani as practi- 
cally depopulated with everyone either dead or gone 
in search of food [18, 19]. 

The descriptions of Ukambani became even grim- 
mer after September 1899. The following quotation is 
but one example: 


were 


Along the jungle paths throughout the country, wherever 
we went dismal and harrowing spectacles were ever pre- 
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sented to view. Sometimes we had actually to thread our 
way among naked and partially devoured corpses 
[13, p. 359]. 


The Kamba were in desperate straits and were roam- 
ing over large areas of Kenya searching for food. 
Many were suffering from smallpox and inadvertently 
helping to spread it [13, p. 357-8; 20,21]. Railroad 
camps and caravans were raided and stealing was 
rampant [22]. In mid-1899, the British set up famine 
relief camps for Africans, but the food received there 
was often too late and many died there [17, 22]. In 
late 1900 at the end of the famine, the estimates of 
Kamba mortality ranged from one-quarter to one- 
half of the population [23]. 

The Kikuyu also suffered heavy population losses 
in this period. The rains failed in June 1898 in the 
areas of lower elevation of Kikuyuland, particularly 
in the south and east. The southern Kikuyu food 
reserves had already been depleted by heavy trading 
with Europeans and others. Epizootics had reduced 
Kikuyu cattle herds as they had those of the Kamba 
and Maasai. Thus, many southern Kikuyu began 
trading for food with their northern relations in the 
Aberdares and around Mt Kenya who had received 
abundant rainfall [8, pp. 112-3, 392, 727-8, 746, 865; 
24, 25] 

The famine spread northwards and westwards, due 
to the extensive food trading. The northern Kikuyu 
were supplying food not only for their kinsmen of the 
lower plains, but also for Ndia, Kamba, and Mbeere, 
who came in great numbers. As the drought con- 
tinued, many southern Kikuyu abandoned their farms 
and went to the highlands in search of food and 
shelter with kinsmen and others. The journeys were 
long and many, especially the young and old, died en 
route, according to some accounts lining the paths 
with corpses. The refugees had to face raids by 
thieves, and there were several reports of “chiefs” rob- 
bing and murdering their own subjects for goats [8, p. 
747; 24, p. 248; 25, pp. 94-5]. There were also reports of 
cannibalism being practiced on travelers [8, p. 596; 
24, pp. 243-4]. 

Smallpox erupted extensively in the south, e.g. 
Kiambu, where thousands suffered. The disease was 
brought to the north in late 1899, and many deaths 
resulted from smallpox there, but none from star- 
vation [8, pp. 697, 727; 24, pp. 243-4]. Entire villages 
were wiped out by the disease with the worst destruc- 
tion being in southern and eastern Kikuyuland [18, 
pp. 59, 245]. Numerous observers estimated the 
population losses in the south to be between 60 and 
95°... The estimates for the Kikuyu as a whole ranged 
from 10 to 70% of the population [26]. The actual 
number of deaths is difficult to determine, since many 
people left their homes to live with their kinsmen in 
non-famine areas, and did not return immediately, if 
at all. Nevertheless, the famine and epidemic had been 
so severe that as late as 1903 the Kiambu area 
appeared to be largely uninhabited [27]. 

From the above description several types of famine 
relief measures are evident, raiding, trading, and 
population movements to non-famine areas. These ac- 
tivities were the causes of the massive epidemics, not 
malnutrition. The relief methods were departures 
from daily routines and altered usual inter-personal 
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contacts, and hence provided an opportunity for 
endemic disease to become epidemic. 

Endemic smallpox did become epidemic during 
famines. Many historians, however, have not under- 
stood the actual dynamics. The pastoral population 
was too sparse to maintain smallpox endemically. The 
surrounding agricultural populations were dense 
enough to support the disease. When in 1892 an epi- 
zootic wiped out all the cattle, the pastoralists were 
forced to get food from the agriculturalists. When the 
lesser immune pastoral population came _ into 
extended and intensive contact with the agricultura- 
lists an epidemic inevitably resulted due to the in- 
creased number of non-immune people, both pastoral 
and agricultural, in the infected agricultural villages. 
In Kenya, the same epidemic process occurred among 
the Maasai in both 1884 and 1892 after cattle epizoo- 
tics, when the Maasai came into extensive contact 
with Kikuyu [28]. The Kamba and Kikuyu both had 
sufficiently large and dense populations to keep small- 
pox endemically, and both had local markets which 
permitted the disease to circulate [29]. Let us exam- 
ine the way famine periods produced epidemic small- 
pox in these societies. 

Famine periods were characterized by raiding. In 
the 1898 famine raids occurred on caravans, Euro- 
pean railway camps, other people (e.g. Kamba raids 
on the Mbeere), and even on one’s own people [30]. 
Raiding provided very limited opportunities for pass- 
ing an infection between raiders and victims, but the 
sources do show one example. A European mission- 
ary related that once while travelling on the Athi 
plains he came upon a “heap of human bones”, and 
was informed that they were the remains of Maasai 
who had built camps there. During a smallpox epi- 
demic among these Maasai, they were raided by 
Kamba from Kangundo, who captured their cattle 
(and probably some women), but also caught small- 
pox and spread the disease upon returning to Ukam- 
bani [8, p. 770; 31]. Another effect of the increased 
raiding was the gathering together of warriors in com- 
pounds for either defensive or offensive purposes [25, 
pp. 122-3]. This age-group (15-25 years old) suffers a 
greater mortality from smallpox. Thus when the dis- 
ease was introduced among the warriors, the morta- 
lity was great. In fact, many sources specifically state 
that the mortality was greatest among the young 
[32,33]. Also, many families probably banded 
together for protection; thus increasing the size and 
population density of villages, and hence their vulner- 
ability to epidemic disease. 

As has been seen above, trading was a very impor- 
tant means of obtaining food during famine periods. 
Food was a normal trading commodity, but famines 
saw a substantial increase in the volume of the trade. 
A Cuka informant told a researcher: 


People exchanged goods all the time, but the period of 
famines saw the intensification of the exchange and even 
the creation of more meeting places for exchange [14, p. 
238]. 


The increase was both in internal and external trad- 
ing. Merritt found that Taita traditions state that dur- 
ing a famine in the mid-1880s, men travelled from 
village to village trading their valuables for food [34]. 
In 1898 in Taveta, as food became scarcer the men 
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were forced to travel farther and wider to find food; 
as were the Kamba and Kikuyu [35]. External trade 
increased dramatically in famine periods also, cre- 
ating the need for new special markets. All the people 
in the region knew where these famine markets were 
held and large numbers of people came to trade. The 
necessity of food even overrode political differences at 
times, and Mwaniki’s Embu informants claimed that 
hostilities were ceased in order to begin trade rela- 
tions [14, pp. 12-3, 58, 101, 139, 273]. Kikuyu and 
Kamba traded heavily in 1898-1900, even though 
Kamba slaving activities had seriously strained their 
relations [36]. 

The increased population densities in non-famine 
areas were the result of two famine relief practices, 
pawning and migration. The pawning of families 
entailed a man placing himself and his family, or only 
his family, in a servile position with someone in a 
non-famine area. In return the patron provided them 
with food and protection, while they provided free 
labor for the patron. The family could redeem itself 
by payment of a fee by the returning husband or by 
working the fee off in labor for the patron. The Maa- 
sai and Kamba in 1892 and 1898 sent many women 
to the Kikuyu under such a relationship [8, p. 167]. 
Migration of individuals, families, or larger social 
units were usually directed to areas where kinsmen or 
blood partners lived. These migrants were permitted 
to settle for the duration of the famine or stay per- 
manently, as did many. Lastly, there were mechan- 
isms through which famine victims seeking refuge 
could be adopted by the non-famine peoples. This 
action was a frequent option used by the Embu and 
Kikuyu [14, pp. 12-3, 139, 304; 37]. Usually small 
groups were the units of migration to the non-famine 
areas, but the total number of people moving to these 
areas was considerable. The Kamba seeking shelter 
with the Mbeere became numerous enough to militar- 
ily overwhelm their hosts [14, p. 217; 38]. The sources 
describe large numbers of Kamba leaving their homes 
for Kikuyuland, and the numbers of Kikuyu going to 
the highlands were numbered in the thousands [8, p. 
732; 25, p. 106; 39, 40]. 

Another reason for the massive smallpox epidemics 
was the breakdown during famines of the traditional 
means of dealing with the endemic form of the dis- 
ease, and the practice of inoculating during epidemics. 
Both the Kikuyu and Taita practiced isolation of 
smallpox victims. During famines, the maintenance of 
such isolation was impossible. People travelled any- 
where at any risk to obtain food. Thus, numerous 
reports can be found of many smallpox victims roam- 
ing around searching for food and spreading disease 
[21, 34, pp. 122-3; 41, 42]. 

Inoculation (variolation) was reportedly practiced 
by the Kavirondo, who continued the practice into 
the colonial period [43]. A person who is inoculated 
usually gets an attenuated form of the disease, and the 
risks of dying are fairly low. Although, if the inocula- 
tor penetrates too deep or the pus came from a per- 
son who was not past the critical stage of the disease, 
the risks were great. The major problem with inocula- 
tion as a public health measure is that inoculated 
people can infect other people with full-blown small- 
pox. Hence, a man can protect his family through 
inoculation, but unless they are all isolated they can 
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infect the rest of the community with the disease. 
During famines the amount of population movements 
made such isolation almost impossible [32, pp. 108 
10]. 

Famines clearly altered usual social and economic 
patterns, thus presenting the opportunity for endemic 
smallpox to become epidemic. Increased trade, larger 
and more frequent population movements, and 
greater population densities could have little other 
effect on the disease. 

The early colonial period saw African societies un- 
dergo similar types of social and economic changes, 
but without famines. Trade expanded greatly with the 
introduction of cash crops; labor migration caused 
larger and more frequent population movements: and 
urbanization created larger and denser populations 
The introduction of vaccination did help mitigate the 
adverse epidemiological effects of those changes, but 
the British vaccination campaigns were beset with 
problems of their own. The result was that smallpox 
appeared in frequent local outbreaks, with very occa- 
sional widespread epidemics. 

After the 1897-1900 famine, smallpox did 
appear in rural central Kenya on an area-wide scale 
until 1916. Between 1900 and 1912, most district and 
medical reports refer to smallpox occurrences as 
“sporadic cases”, or appearing in a “mild form’ 
[44, 45]. In 1913 the incidence of smallpox increased 
with serious outbreaks reported in Nyeri and Meru, 
and many scattered cases around Fort Hall [46-8] 
Again in 1914 and 1915 smallpox was quiescent, 
appearing in isolated cases or small local outbreaks 
In 1916 with many African soldiers and 
returning from the war, smallpox broke out 
a large scale with 100 outbreaks in Kenia Province 
alone [49]. The disease died down again in 1917, but 
when the 1917-18 famine began the incidence in- 
creased, particularly around Nairobi [50,51]. Again 
the disease appeared in rural areas in sporadic local 
outbreaks through 1920 

Nairobi’s experience with the disease was some 
what different. The city with its denser population 
had frequent large outbreaks. The disease struck on a 
significant scale in 1909, 1913, and 1915-18 [50-4] 
The occurrences in Nairobi were usually 
months long and the reported cases numbered well 
over 100. 

Before 1920, Nyanza Province suffered more hea- 
vily from smallpox than central Kenya. The area had 
been devastated in 1899-1900 by famine and small- 
pox. After that, the disease appeared sporadically in 
the area until 1909-10 when an epidemic struck every 
district in the Province [55]. As in central Kenya, the 
disease was quiescent from 1910 through 1915. From 
1915 to 1918 smallpox was a serious problem in 
Nyanza. In 1915 and 1916 the disease swept through 
the entire Province and Kisumu District alone 
reported 3000 deaths due to the disease [56, 57]. The 
disease remained at epidemic levels until 1919, when 
the number of cases finally dropped to low levels 
[58]. 

Increased population mobility was the principal 
factor responsible for the increased frequency of 
smallpox. This is not to say that in the precolonial era 
there was not any trade or movement of people to 
different areas. Some of the precolonial Kikuyu mar- 
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kets were attended by over a thousand people, some 
of whom travelled great distances to attend. Intereth- 
nic trade, i.e. Kikuyu-Maasai, Kikuyu-Kamba, are 
all well demonstrated [59]. Rather, the number of 
people involved in colonial labor movements was far 
greater than precolonial times, and the distances tra- 
velled were much longer. 

As early as 1905 the Kisumu Provincial Commis- 
sioner reported “Kavirondo” coming to work in 
Kisumu in substantial numbers, and by the outbreak 
of the First World War, over 20,000 registered 
laborers passed through Kisumu [60, 61]. In central 
Kenya in 1901, a British official on safari reported 
difficulty in obtaining food near Murang’a as all sur- 
plus crops had been taken to sell in Nairobi [62]. The 
food trade grew and by 1912 A. C. Hollis estimated 
that 10,000 Kikuyu per month left Fort Hall to bring 
their produce to Nairobi [63]. In addition to the 
thousands involved in the produce trade, thousands 
of Kikuyu, Embu, and Meru were heading for Nair- 
obi and Mombasa in search of work [64]. With the 
in d road network, railways, and active labor 
recruitment, the number of laborers and traders mov- 
ing between their homes and work had reached the 


’r migration and increased trade had two 

the epidemiology of smallpox; first, on the 

rs themselves, and secondly, on the population 
ves. The men leaving the Reserves and 
Nairobi, the coast, etc. exposed them- 

tion in a new environment. Several wit- 


nesses before the 1912-1913 Native Labour Commis- 
sion testified that returning laborers had contracted 


diseases while working away from home, and small- 


pox was often mentioned [46, p. 17; 63, p. 204]. 
Travel conditions were usually conducive to the 
spread of disease with men crowded into rest camps 
railroad cars [65]. Once at the job, 
living conditions were not any better. Men were 
forced to | cramped and crowded accommo- 
dations. Hobley found on inspecting one estate that 
50 Kikuyu were housed in seven huts, none of which 
were large enough to stand in [63, p. 1; 66]. On some 
plantations men were forced to remain living in huts 
with people suffering from leprosy or smallpox, and 
medical attention was usually non-existent [63, p. 
102; 67]. Hence, many laborers were stricken with the 


. ] > ~ 
or locked into 


disease 

The returning infected laborers or traders repre- 
sented a threat to the populations in the Reserve. 
Numerous cases can be found of local epidemics ori- 
ginating from a returned traveller. A typical example 
was a smallpox outbreak which raged for three 
months in Mukokoni (Ukamba Province) in October 
1918. The original case was a man who had gone to 
Nairobi to sell his fowls; while there he stayed in a 
house where a Kikuyu had smallpox. Ten days after 
returning home, he fell ill and infected 16 of the 20 
people in his homestead [68]. The disease spread 
from there to five other homesteads [69]. The most 
clear-cut example of this threat to public health was 
the havoc wrought by the returning survivors of the 
Carrier Corps in 1916. The men were simply returned 
to their home districts and released regardless of their 
suspected medical conditions [70]. The result in 


Kenia Province was 100 different outbreaks of small- 
pox, and several other diseases [71]. This example 
was repeated in many other areas of Kenya. 

The creation of a city like Nairobi, which in 12 
years grew from a group of tents to a city of 19,900 
had a significant impact on the epidemiology of 
smallpox [72]. The large and dense population of the 
city, being a business and transport center, and a con- 
stant attraction to labor, provided an environment 
where the disease could be constantly present. And as 
a commercial and transportation center, Nairobi, 
also, functioned as a disseminator of the disease to the 
surrounding countryside. The medical records give 
numerous examples of rural outbreaks of smallpox 
starting from a person just returned from Nairobi. In 
fact, migrant Kikuyu workers regularly travelled back 
and forth between their rural homes and Nairobi on a 
weekly basis [73]. The area in Nairobi most fre- 
quently lived in by migrant Kikuyu workers was the 
Indian Bazaar, one of the most populated areas of the 
city. In fact, in 1912 one house there was found to 
have 75 people residing in it [74]. The Bazaar was 
visited by returning labor migrants from the coast 
and other areas on the railway to buy goods before 
returning home [75]. Consequently, every smallpox 
epidemic in Nairobi either discovered in the 
Bazaar or quickly spread there, due to the presence of 
a large number of non-immune rural people [76] 
These people, when infected, spread the disease after 
returning to their rural home areas [77]. 


was 


As was stated above, the introduction of vaccina- 
tion by British medical authorities did help mitigate 
the adverse effects of the changes discussed above. 
The efficacy of the British vaccination campaign was 
hampered by several problems. The first problem was 
lack of funds. The funding of medical care for Afri- 
cans was not a high priority in the colonial budget 
prior to 1920. Health officials were always plagued by 
shortages of lymph for vaccination at critical times. 
The director of Nairobi’s Bacteriological Laboratory 
claimed his staff and facilities were insufficient to keep 
up with the demand for lymph, and more funding was 
needed desperately [78]. The small medical budget 
also restricted the number of vaccinators who could 
be employed. The second problem was the lymph 
itself. The vaccination returns from any area (indicat- 
ing number vaccinated, etc.) for the period under dis- 
cussion were anything but complete. In most areas, 
the doctor or vaccinator followed up less than one 
quarter of the people he vaccinated [79]. Thus, for the 
great majority of vaccinations performed they could 
not tell whether the vaccination took or not. Many 
times it probably did not take due to poor technique, 
but also due to the loss of potency of the lymph itself. 
The lymph was easily ruined through the poor trans- 
portation and storage conditions at the rural out- 
stations [80]. In 1916, colonial medical authorities dis- 
covered that the strain of smallpox used for lymph 
production at the Nairobi Laboratory was completely 
ineffective [80]. This fact only came to light when 
numerous reports of vaccinated Africans contracting 
smallpox were received in Nairobi. The last problem 
was African resistance to the vaccination campaigns. 
Many Africans refused to be vaccinated for fear of 
being poisoned by the European doctor or African 
vaccinator [81]. In 1916 when smallpox was spread 
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widely by the returning veterans of the Carrier Corps 
and the lymph was discovered to be ineffective, those 
“vaccinated” Africans who contracted smallpox were 
convinced that the British vaccination campaign was 
responsible for the spread of the disease [82]. These 
two problems combined with the definitely large and 
sometimes septic sores led to opposition of the cam- 
paigns in some areas. On the whole, however, the 
vaccination campaigns in some areas, particularly 
among the Kikuyu. seem to have been particularly 
effective in helping control the disease. 

The epidemiology of smallpox in Kenya underwent 
a significant change as the result of new economic and 
demographic patterns during the colonial period. The 
disease in the precolonial period was characterized in 
its endemic state by very sporadic cases, but it 
erupted into widespread epidemics during famines. As 


intercommunication increased with the growth of 


trade, population movements, and urban centers the 
incidence of smallpox increased giving rise to many 


local outbreaks. With the more frequent outbreaks of 


smallpox in the colonial period, the level of immunity 
in the population as a whole would rise, and when 
combined with a fairly effective vaccination campaign, 
the disease would tend to appear in a milder form. In 
central Kenya, the disease in the early colonial period 
was usually of a mild non-fatal variety, except for the 
very major upsets in 1916 and 1917 due to the Carrier 
Corps. In Nyanza Province, however, the disease did 
not appear to have responded to vaccination cam- 


paigns. In fact, most complaints about the efficacy of 


the vaccine were from that area. Instead, smallpox, 
despite more frequent endemic occurrences, seems to 
have followed its seven year epidemic pattern with 
major epidemics having occurred in 1899-1900, 
1909-10, and 1916-17. In sum, in much of colonial 
Kenya, smallpox appears to have become a more fre- 


quent but less fatal disease, due to the rising level of 


immunity in the population. 
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HEALTH IN URBAN GHANA: THE CASE 
OF ACCRA 1900-1940 [1] 
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Abstract—Accra, the capital of the British colony of the Gold Coast, experienced rapid growth during 
the first four decades of this century. Urbanization caused serious public health problems which were 
addressed with varying degrees of success by the colonial government. Among the subjects described are 
water supplies, sewage, rubbish disposal, housing schemes, mosquito control, and curative services. Data 
from the censuses and vital statistics returns on births, and causes of death are used to assess the impact 
of disease control measures. The major contribution was clearly a safe piped water supply. Outbreaks of 
plague, louse-bourne relapsing fever, and smallpox were succcessfully contained. The problem of dis- 
posal of human wastes was never solved and most other measures, including insect control, had limited 
impact on health. Tuberculosis, pneumonia and malaria were usually the major causes of death. Death 
rates were low enough, however, to allow natural increase to make a substantial contribution to the 
city’s demographic growth. Some comparisons are made between Accra and three other Ghanaian cities 
Kumasi, Sekondi, and Cape Coast. Despite appalling problems of poverty and crowding and the 


special vulnerability of cities to introduced infections as transportation improvements encouraged faster 


and more extensive human mobility, 


Ghana’s towns have not 


been demographic parasites 


countryside. In contrast to the experience of Europe through most of the nineteenth century 


exceeded deaths in most Ghanaian towns since 


early in 


this century, so natural incre< 


significant role in the early growth of urban populations 


Cities have been able to survive throughout most of 


human history only by demographic parasitism on 
their rural hinterlands. “Before the industrial revolu- 
tion had produced the wealth, and advances in medi- 
cine and public health the techniques, to control 

eradicate the causes of heavier mortality in the 
towns,” writes a prominent historical demographer, 
“life in large settlements was apt to be shorter if less 
solitary than in the countryside” [2]. High urban 


death rates, largely the result of rapid transmission of 


infectious diseases in crowded conditions, made cities 
a kind of killing ground whose population could not 
be maintained by natural increase. Only extensive 
rural-urban migration allowed cities’ populations to 
sustain or increase their numbers [2, p. 97; 3]. In the 
West, cities grew especially rapidly after the industrial 
revolution, resulting in: 

a sort of race between the development of medical skills 
among Europe’s doctors and public administrators on the 
one hand, and the intensification of infections together 
with chronic ills provoked by altered conditions of living 
Until near the end of the nineteenth century the 
remained close in most of the world’s great cities [2, 
p. 259]. 


race 


Not until about 1900 was the race won in the indus- 
trial world. Cities ceased to function as “population 
sumps” dependent on rural immigrants for their sur- 
vival; they finally became capable of internal growth 
by a surplus of births over deaths [2, p. 275]. Morta- 
lity reduction owed less to advances in therapy than 
to public health measures such as improved water, 
sewage disposal, and housing [4]. 

Too little has been written about disease, mortality, 
and public health to test this concept in sub-Saharan 
African cities, either in pre-colonial [5] or more 
recent times [6-9]. Urbanization in Africa has taken 
place under different circumstances than in Europe or 
North America. First, the rapid growth of major 
towns in Africa has, in general, been a twentieth cen- 
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tury phenomenon, so 
acquired by painful experience in 
transferred to African problems 
tropical climate ensured that insect-vectored diseases 
would play a much larger public health role. Third, in 
contrast to many cities in Europe and North America, 
industrialization has played a very limited role in 
Africa. Except for a few mining centers, most African 
cities have developed as commerical and/or adminis- 
trative centers. Finally, until 1957 and later, 
urban growth in most of Africa took eer under alien 
colonial regimes, not under indigenous control 

Urban public health measures and their impact on 
health and demography certainly deserve attention 
from historians of Africa. Furthermore, of the 
continent’s recent experiences should be of 
students of urbanization in other places and times, for 
which data of equivalent quality may not be available 
This article focuses on Accra, the capital and 
largest city of Britain’s Gold Coast colony. Unfor- 
tunately, the state of the field limits intercolonial 
comparisons, but data are available for a few other 
Ghanaian cities. 

Accra is situated in open country on the shores of 
the Gulf of Guinea. An old Ga settlement, it grew 
during the first half of the nineteenth century as a 
trading center, with African houses spreading around 
British, Dutch and Danish trading forts. By 1871 the 
British had gained control over all three forts and in 
1877 they transferred the capital of their newly pro- 
claimed Gold Coast Colony from Cape Coast to 
Accra. This decision, which was of fundamental im- 
portance for the city’s subsequent development, was 
made largely because the site was believed to be 
healthy for Europeans. This factor outweighed the 
one major disadvantage, a poor water supply [10]. 
Accra by the late 19th century was a community of 
somewhat under 20,000 clustered on the coast near 
the James and Ussher Forts. Open country separated 
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Accra from Osu, a large village near Christiansborg 
Castle two miles down the beach [10, pp. 31, 40]. 

Little public health work was attempted in the 
nineteenth century. Sporadic efforts at street cleaning 
had scant impact. In 1888 a cemetery was opened and 
the practice of burying the dead in their own com- 
pounds was gradually ended. By the 1890s the 
government provided some latrines, drains, and dust- 
bins and the number’ of pigs in the city had been 
greatly reduced [8, p. 107]. The Victoriaborg Reser- 
voir was opened in 1888 on the eastern edge of town 
to alleviate Accra’s perennial water supply problem. 
Three years later a government analyst declared it 
unfit for human use but, except for rain water col- 
lected on roofs and a few ponds and private wells, 
there was no alternative source [8, pp. 99-100]. Dr 
J. F. Easmon, the city’s Sierra Leonean Medical 
Officer of Health, described Accra in 1896 as “a sink 
of filth” [11]. The government, however, refused to 
accept responsibility for these conditions since it had 
provided drains and latrines. In the official view, the 
two basic problems were the lack of reliable water 
supplies and “the filthy and lazy habits of the large 
majority of the native population”. The people were 
said to be “naturally dirty”, making “every yard and 
street in the native quarter of the town into a virtual 
cesspool” [12] 

Responsibility for sanitation and public health was 
handed over to the newly created Accra Town Coun- 


cil in 1896. The council, established in the face of 


strong African opposition and some rioting, was sup- 
posed to raise revenues by taxes and license fees and 


relieve the colonial government of the onerous tasks 
of municipal administration. It was composed of an 
official European majority, a member of the Euro- 
pean business community, and an African minority 
chosen by an electorate composed of relatively 
affluent citizens. An unrepresentative body created in 
controversy, the Accra Town Council was never a 
popular or particularly effective institution. It had dif- 
ficulty raising money from a relatively poor citizenry 
which was vociferously opposed to direct taxation 
[13]. With little support from the colonial govern- 
ment, an apathetic electorate, and a suspicious gen- 
eral population, the Council was chronically short of 
funds to carry out sanitation and public health work, 
even though it regularly devoted at least half of its 
annual expenditures to these tasks. The Council was 
able to keep the growing city functioning and did 
introduce some civic improvements, but the govern- 
ment’s abdication of responsibility for urban affairs 
greatly limited progress in public health. 

The sanitary problems confronting the newly estab- 
lished municipal government were indeed awesome. 
An observer from the Liverpool School of Tropical 
Medicine toured Britain’s West African colonial capi- 
tals in 1900 and his description of Accra is worth 
extensive quotation. Some progress had been made in 
European housing and the suburb of Christiansborg 
was clean and well drained, but the “native town” of 
Accra was “a standing menace to the health of the 
community at large”. 

In this part of the town there are no streets. Winding 
alleys, unpaved, and so narrow that two persons cannot 
stant abreast, do duty for streets. These alleys have 
interminable ramifications, and form so complex a maze 


that it was found impossible by the surveying authorities to 
chart them. Numberless naked children disport themselves 
in these gutters, and many mangy dogs are seen wandering 
about under no control. In addition to these, sheep and 
goats of a more or less unhealthy appearance roam the 
byeways. Filth of all sorts is found lying broadcast in the 
alleys: stinking garbage, decaying vegetables, etc.; and, to 
crown all, the natives wash themselves openly in the 
puddles they have made for the purpose. The children for 
the most part use these byeways as latrines. Mosquitoes 
abound, and the odour is often frightful. The huts, are 
made of mud roofed in with leaves. They are overcrowded 
to an appalling extent—8 or 10 persons occupying a hut 9 
or 10 feet square. Scattered here and there through this 
district are goups of unihabited, roofless and often ruined 
huts. These are used by the neighbouring families as places 
in which to discharge their refuse, and also as latrines. 
Every now and then one comes across a butt or other 
receptable filled with stinking water, infested with mos- 
quitoes, and infected with bacteria.... A complete absence 
of any system of drainage completes what to a European 
eye is nothing but a noisome and a pestilential district. The 
danger of such neighbours to the white population is 
obvious, and some of the commercial community, as I have 
said, live very close indeed to those parts of the town. This 
danger is, I think, increased by the fact that the prevailing 
wind sweeps over and through these native dens before 
reaching the houses of the white inhabitants. Public 
latrines have been indeed provided by the Government on 
the sea-shore, but I am of opinion that these are themselves 
not wholly without danger. Some are flushed by the sea: 
but on October 20 two were entirely dry—and that on a 
day when the tide was of quite average height. Much of the 
open sea-shore is used as a public latrine too; and it is easy 
to imagine in such a climaze the condition of affairs thus 
brought about [14]. 


Sanitation was clearly the Council’s major task and 
one of its first acts was the appointment of its own 
Medical Officer of Health [15]. This post was held in 
1901-4 by Mrs M. S. Deacon, who prepared educa- 
tional materials for the schools and led a 30-man sca- 
venging crew in a vigorous campaign against mos- 
quito larvae and other nuisances [6, p. 168; 16]. How- 
ever, little real headway was made until after 1908, 
when a bubonic plague epidemic killed 127 people in 
the city. Aided by Professor W. J. Simpson, an expert 
in tropical medicine sent out by the Colonial Office, 
the medical authorities managed to contain the out- 
break and stamp out the disease by the end of the 
year [17]. The crisis made the health problems of the 
city painfully obvious and led to serious efforts to 
improve conditions. 

Professor Simpson’s subsequent report was a major 
document in the history of urban public health in 
Accra and in West Africa. Accra, despite its “excep- 
tionally healthy site’, was in deplorable sanitary 
condition [18]. It was badly congested, with poor 
housing. 


With the exception of a few good streets, Jamestown and 
Ussher Town consist of straggling congeries of huts, 
homes, and shanties huddled together and of open spaces 
with irregular heaps or mounds in them, the remains of 
huts which have fallen down and the earth of which has 
not yet been cleared away. These ruins become the refuge 
of rats or snakes and breeding places for mosquitoes dur- 
ing the rains [18, p. 39]. 


Mosquitoes also bred profusely in pools in the bor- 
row pits created by excavations to obtain earth for 
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house construction. Drains were poorly leveled (there 
was no contour map of the city) and were “practi- 
cally left to take care of themselves”. Latrines were 
woefully inadequate and the markets filthy and fly- 
infested. The water supply was deficient in both 
quality and quantity. Finally, Simpson reported 
that the Accra Town Council was a failure as a sani- 
tation board. The European sanitary supervisor and 
his workmen were overwhelmed, the M.O.H. was 
preoccupied with government and private clinical 
work, and the councillors were all busy men who 
could not devote enough time to municipal problems 
(18, pp. 14, 38, 43-44, 49]. 


The shock of bubonic plague and the publication of 


the Simpson Report were catalytic. Official lethargy 
and fatalism were replaced by purposeful action 
[19,20]. The overall health conditions of Accra 
gradually improved and never again reached the 
nadir of 1908. Developments in water supply, sewage, 
housing, mosquito control, medical care, and other 
topics will be described in the following sections and 
the major changes between 1908 and 1940 will be 
evaluated. 

Water supply was a chronic problem until the com- 
pletion of a pipeborne system drawn from the Densu 
River. In 1888 the government, ignoring protests and 
riots, closed two grossly polluted ponds and opened 
two new sources, the Victoriaborg and Akimbo 
Reservoirs. These were simply open ponds where 
people waded in and collected water in vessels. Pigs 
frequented them as well as people, and they quickly 
became polluted. By 1898 the quantity of water was 
inadequate [8, pp. 99-100, 21]: there were severe 
shortages in dry years like 1905 [22]. During the dry 
season of 1908 the Akimbo Reservoir was described 
as 
a muddy pool with but a foot of 
order to fill their vessels the women had to wade through 


its centre. In 


water in 


the mud and stand in the water. Some of them were suffer- 
ing from guinea-worm in the feet and legs. .. [18, p. 44]. 


Except for a few dirty, brackish wells and the use by 
Europeans and a handful of wealthy Africans of rain 
water collected on roofs and stored in metal tanks, 
these ponds remained the sole sources of water for the 
capital of the Gold Coast during the first 14 years of 
the 20th century. 

The colonial government was well aware of the gra- 
vity of the situation and had begun a search for alter- 
native supplies as early as 1893, when a survey was 
made of the Humo River [23]. Artesian wells were 
tried from 1895, but the supply proved scanty and 
brackish [24]. The search then shifted to the Adjanta 
Valley near Aburi but, after several years, the quantity 
of water was found inadequate [25]. Finally, on the 
advice of expert consultants, work began on the 
Densu River at Weschiang in 1907. The project ran 
behind schedule, but on 10 January 1914 Governor 
Hugh Clifford inaugurated the system. It became fully 
operation in 1915, [26] and, despite the opposition of 
a priestess who prophesied barrenness for those who 
used water from the Densu, public acceptance was 
generally enthusiastic [27]. Two reservoirs of Wesh- 
iang with a total capacity of 45 million gallons fed 
water through a series of filtrations and aerations to a 
storage reservoir, and thence to Accra by gravity flow 
through 12 inch mains. Most people collected water 
from neighborhood standpipes; wealthy individuals 
could pay for connections in their homes. Construc- 
tion cost of over £253,000 were borne by the colonial 
government and the Public Works Department ran 
the system, not the Town Council [28, 29] 

The quality and reliability of service was generally 
good, although problems did occur. Service was dis- 
rupted in 1916 by bursting mains, in March and 
April 1921 when the pumps broke down, and inter- 


rupted briefly from time to time to repair the 


filters 


Gallons /person 


1 4. 


1 L 


1915 1920 


1925-6 1930-1 1935-6 1940 


Fig. 1. Gallons of piped water per person per day. Source: Municipal Annual Reports, Public Works Dept 
A.R. 


254 


[30-32]. Water quality was far superior to that of the 
old reservoirs and wells, but algal contamination 
occurred in 1917 and in 1921 bacterial contamination 
was repeatedly detected, despite the use of excess lime 
and fine sand filters for purification [33, 34]. Chlori- 
nation, proposed in 1922, did not begin until 1929 
[35; 36, p. 154]. The growth of water consumption is 
shown in Fig. 1. 

Pipe-borne water was one of the colonial govern- 
ment’s major contributions to public health in Accra. 
Good, free water quickly came to be taken as a right 
and attempts to levy a water rate on users of public 
taps to finance the maintenance and extension of the 
system were stoutly resisted by the population for 
many years, until a rate was finally imposed by Gov- 
ernor Arnold Hodson in 1938 [37]. As will be de- 
scribed below, pure water reduced the incidence of 
amebic and bacillary dysentery, diarrhea, typhoid 
fever, guinea worm, and other water-borne diseases. 
Water for personal hygiene and washing clothes 
helped control yaws, louse-borne relapsing fever, and 
other diseases. Of course, pure water in the tap did 
not guarantee that the water would still be pure when 
people used it. Water might be collected in dirty ves- 
sels or become contaminated while being head-carried 
through crowded, dusty streets or while being stored 
in the home. The number of standpipes was generally 
inadequate, forcing people into long queues at busy 
times of the day. Perhaps because of this, a number of 
private wells remained in use until the early 1920's 
despite poilution problems; some owners objected to 
their closure because well water was considered better 


for brewing [38, 39]. Despite these problems, Accra’s . 


piped water supply was vitally important to com- 
munity health. 

No such happy solution was found for the disposal 
of human wastes. Despite constant complaints by offi- 
cials, health officers, African political leaders, and or- 
dinary citizens, the pan latrine system remained in use 
throughout the period. The situation described in 
1908 applies, with minor modifications, into the 
1940s. Latrines were located in concrete or swish 
buildings, with separate sections for males and 
females. Seats were sometimes provided but, since 
people used a squatting position for defecation, they 
soon became fouled or broken. Wastes accumulated 
in pans which were collected daily by Kru laborers 
and carried by mule cart to one of five points along 
the beach, where they were emptied into the sea 
[18, pp. 52-6]. In 1920 lorries replaced the mules and 
in September of that year, the Tipping Depot was 
opened just west of Korle Bu Lagoon’s entrance to 
the ocean. This facility allowed the contents of pans 
to be hosed out to sea in a long pipe supported 
by concrete pillars. Sewage would be washed away 
and the “latrine boys” would no longer have to 
wade into the surf to dump the pans and slosh them 
about to. clean them. Unfortunately, in December 
two pillars were smashed in a storm and for several 
months, until repairs were completed, the pipe was 
not long enough. “The result was very offensive to the 
public” [40]. Enough sewage returned to the beach 
to keep a large crew of scavengers busy burying it [40, 
pp. 4, 20-21]. Even when repairs had been completed, 
excreta sometimes washed ashore in quantity. The 
tipping depot never functioned satisfactorily [41-43]. 
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The solution to the problem was obvious to all; a 
water carriage sewage system [40,p.4]. Indeed, a 
flushing system was introduced at the Falcon Cliffs 
latrine in 1922 [44,45], but the cost of city-wide 
sewer pipes was prohibitive and the old system 
remained in use. New latrines were built almost every 
year, but there were never enough. Hence, queues were 
common and there was much promiscuous urination 
and defecation in the street drains and elsewhere 
[41, p. 5, 46-48]. By 1934 latrine construction had 
brought the ratio of people/latrine spaces down to 
33.5 to 1, but this was still grossly inadequate. The 
Town Council’s Report complained that 


offensive street smells are common, especially in the early 
mornings, owing to a number of causes, the principal one 
being the practice of unscrupulous people emptying night- 
soil and other unsavory effluents into the drain before the 
day is broken. There is also much indiscriminate defecation 
all along the beach, in spite of repeated raids and fines of 
the delinquents. 


The pan latrine system made stench, flies, and the risk 
of disease inevitable [49]. 

The latrines were extremely unpopular. They were 
ritually as well as physically unclean, so people using 
charms avoided them [50]. They stank, despite the 
efforts of a hundred or more conservancy workers 
who were supposed to empty and disinfect the pans 
daily. Full, uncovered pans were sometimes exposed 
for hours outside the latrines until lorries came to 
take them to the tipping depot. Little was done to 
improve conditions. A proposal that latrines be 
cleaned at night was rejected because of expense and 
the lack of lights for the latrines and the lorries 
[49, p. 28; 51]. Absence of signs for male and female 
sections caused incidents like the beating of a stranger 
from Akwapim who mistakenly entered the women’s 
side [52]. Suggestions that privacy partitions be in- 
stalled between seats were finally adopted by the 
Town Council in 1939 [53]. An appeal by the impe- 
cunious Council that the government supply door 
signs and electric lights (a special survey had shown 
heavy nocturnal use [54]) was received with lack of 
enthusiam. If the Council wanted to install lighting, it 
would be billed by the government power plant at the 
full rate for the electricity it consumed. The council 
deferred the project [55]. 

It is doubtful if many Councillors took up an edi- 
torial challenge to use a latrine once themselves, but 
they were well aware of the problems and the need for 
a solution [56,57]. A water carriage system was 
simply too expensive [58] although it was recognized 
that the “enormous incidence of intestinal diseases 
will not be greatly reduced until a more hygienic 
method of excreta disposal is adopted” [42, p. 9]. The 
medical authorities objected to expenditures on “aes- 
thetic” features such as partitions, signs, and lights 
when a “walk around Accra in the evening will prove 
to any interested person that many prefer not to use a 
latrine, ... concealment matters not at all” [59]. They 
saw no point in cosmetic measures while the sanitary 
condition of central Accra was so bad [60]. The only 
real improvement was the installation of septic tanks 
in a few public and private latrines after 1935, but this 
hardly made a dent in the problem. 
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Hampered by lack of funds and by the determina- 
tion of the colonial government to make the Council 
assume full responsibility for the city’s sanitary affairs, 
the Accra Town Council failed to provide adequate 
latrine and sewage disposal facilities. A water-borne 
system could not be built by the city alone, and the 
government would not finance the project. Just as 
plans for the collection of water rates aroused popular 
resentment, the lack of enough clean latrines was a 
continuing public grievance [61, 62]. 

The growing city also had a serious problem of 
rubbish disposal. Public dustbins were provided, with 
periodic refuse collection by laborers using mule 
carts. In 1924 a small fleet of lorries replaced the 
mules [63]. Collections were not always frequent 
enough to keep the dustbins from overflowing, and 
they often attracted goats and chickens [18, p. 53; 
64]. Children delegated to carry out the family trash 
sometimes failed to get it into the bin; a more child- 
accessible model was introduced in 1938 [43, p. 15; 
65]. Solid waste was used as fill for quarries and 
borrow pits. A municipal incinerator was installed in 


1929; by 1938 it was handling almost 37,000 tons of 


refuse annually [65, p. 26]. The amount of rubbish 
surpassed the capacity of the incinerator in 1936-7; 
excess waste was dumped in an old quarry in Ada- 
braka, workers taking care to crush all tins to prevent 
mosquito breeding [66]. By 1940 the Town Council 
was trying to get the government to finance a badly 
needed new incinerator [67, 68]. 

Surface drainage was another important municipal 
responsibility. Although an elaborate scheme had to 
be dropped during World War I [69, 70] the pathetic 
drains described by Professor Simpson were gradually 
improved and extended. The Council reported im- 
pressive yardages of open earth or concrete drains 
built or repaired every year. Most major drains led 
into the Korle Bu Lagoon until 1931, when a pump- 
Ing system was installed to discharge normal surface 
runoff into the ocean. This helped to reduce the 
stench emanating from the Lagoon [42, p.17]. The 
use of drains as dustbins and latrines made frequent 
flushing important. The Council, eager to cut its 
water bills, experimented unsuccessfully with carted 
sea water and sometimes cut back the flushing 
schedule,. despite the resulting odour [41, p. 7; 
66, p. 28; 71]. The open drains were, and are, a con- 
siderable hazard to pedestrians. 

Housing conditions were chronically unsatisfactory, 
especially in the central core districts of James Town 
and Ussher Town, where the situation remained 
generally similar to that described by the visiting 
experts in 1900 and 1908. Several efforts were made to 
relieve overcrowding by leveling old buildings, con- 
structing new houses with adequate courtyards, and 
relocating some people in planned peripheral locali- 
ties like Korle Gonno and Adabraka. Renewal took 
place after the 1908 plague outbreak, in the mid- 
1920s when Governor F. G. Guggisberg approved 
government housing loans to the Town Council, and 
after the 1939 earthquake [61, pp. 81-7, 141-4, 
171-3]. While some reasonably good housing was 
erected in new suburban areas, none of these pro- 
jects had much lasting impact on the central core 
because of the tremendous demand for housing, fail- 
ure to enforce building codes regarding enclosure of 
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verandas for rooms and construction of new struc- 
tures in open spaces, and the limited scope and fund- 
ing of the improvement schemes. The Ga practice of 
lineage ownership of houses probably reduced expen- 
ditures for building maintenance. Chronic overcrowd- 
ing continued and even worsened in central Accra in 
the fifties, despite obvious implications for health 
[62, pp. 47-50]. 

Housing reform in the core districts was, in the 
view of a major local newspaper, even more im- 
portant than hospitals or baby clinics [83, p. 33]. 
Bemoaning the lack of action to correct slum condi- 
tions, the Gold Coast Independent complained that 
“far too much money has been, and still is, being 
expended on curing the sick, and far too little on the 
prevention of disease”. The government had no right 
to complain about a shortage of population when 
they failed to act on housing and slums [72]. The 
Council admitted that little had been done, conceding 
that as of 1926 


surface water drains, tarred roads... and sanitary improve- 
ments of all kinds [have] not yet penetrated to the centre 
of the old town, which still remains a collection of unsani- 
tary huts and hovels in which most of the disease which 
affects Accra... probably has its origin [73] 


A special survey of two parts of James Town in 
1936 revealed the extent and the tenacity of the prob- 
lem. In the western section, 75,000 people shared 161 
“mostly poor and squalid” houses (47 per house) 
spread over 40 acres, for a density of 188 persons per 
acre. There was one latrine space for every 90 people 
The eastern section was slightly less crowded; almost 
6000 people shared 280 houses (21 per house) at an 
average density of 120 per acre. Eighty people shared 
each latrine space, but women were at a special disad- 
vantage, having only 28 of the 78 seats. Conditions in 
the nearby Asere section of Ussher Town were said to 
be even worse [74]. 

The control of mosquito-borne diseases was a 
major objective of public health officials. Three 
approaches were taken: residential segregation of 
Europeans, inspection to prevent mosquito breeding 
in Africans’ domestic water supplies, and the 
prevention of breeding in ponds, drains, puddles, 
and in the Korle Bu Lagoon by oiling and draining 
operations. 

Early in the century, there were attempts to protect 
Europeans from malaria and yellow fever by making 
them live apart from the Africans. Ironically, this 
policy was first suggested by an African physician, Dr 
J. F. Easmon, in 1893. His recommendation led to the 
construction of European bungalows in Victoriaborg 
[8, p. 107]. Segregation was official policy by 1901. 
Medical experts believed that residential segregation 
would protect Europeans from Aedes aegypti, the vec- 
tor of yellow fever which bred in stored water and in 
cans, bottles, and debris in African compounds, as 
well as from Africans, especially children, who har- 
bored malaria parasites in their blood. An uninha- 
bited 400 yard “neutral zone” was established to pro- 
tect Victoriaborg and the new European area on the 
Ridge [8, pp. 220, 231-3; 75]. 

Although special European residential 
were created, the plan was never fully implemented. 
Most governors, and especially Governor Clifford, 
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opposed the idea because it was expensive, ineffective, 
and offensive to Africans [6, p. 172; 8, pp. 265-6]. 
Medical officials continued to advocate segregation 
well into the 1920s, but many whites defied the rules 
by living near their businesses in town or by allowing 
servants and their families to live in European areas 
[76]. The policy of residential segregation, partially 
based on inaccurate estimates of mosquito flight 
ranges, did little if anything to protect Europeans 
from yellow fever and malaria and certainly did not 
benefit the African population. Educated Africans 
bitterly resented a policy which “protects the few and 
abandons the many”, creating expensive havens for 
Europeans, while leaving the Africans “to stew in 
their own juice, instead of improving the towns so as 
to make them fit for any class of human beings to live 
in” [77, 78]. 

One of the most frequent contacts between ruler 
and ruled in Accra were the sanitary inspectors’ perio- 
dic visits to each compound to check for larvae of A. 
aegypti. The inspectors could enter homes or com- 
pounds without notice to search for larvae in puddles, 
discarded bottles and cans, or in stored water. These 
African officials were energetic, reasonably effective 
[79, 80] and extremely unpopular. They were some- 
times rude, dirtied household water, and allegedly 
planted larvae to trump up cases on occasion [81]. 
Every year, hundreds were fined for violations of the 
mosquito ordinance. Many Africans thougit the 
policy was unfair and designed mainly to extort 
money from the people. “Few indeed have escaped 
the iniquitous and inevitable operation” of the larva 
inspectors [82]. The Police Magistrate’s Court dealt 
with such a steady stream of violators that it became 
known as the Loloi (larva) Court among the women 
of Accra [56, p. 1106]. Puddles and drains went un- 
treated and mosquitoes swarmed over the city, com- 
plained an editorialist, but nothing was done except 
to continue the parade of victims before the Police 
Magistrate [81, pp. 631, 736]. Much of the public was 
sceptical of the role of mosquitoes in spreading dis- 
ease and regarded the whole thing as “white man’s 
humbug”. Education would be more effective than 
continued police measures [83]. 

Since there were often over 100,000 inspections a 
year and the percentage of compounds harboring 
larvae was generally under 1%, the effort probably 
did reduce the A. aegypti population to some extent. 
However, some careless Europeans allowed mos- 
quitoes to breed on their premises in the segregation 
area, so the ordinance had to be applied to them in 
1930 [84]. Yellow fever posed little danger to most 
Africans and larva inspection was assumed by the 
population and by the medical authorities to be a 
measure to make Accra safer for Europeans. 

Extensive efforts were also made to restrict the 
breeding of the primary vector of malaria, Ano- 
pheles gambiae, and other mosquitoes which bred in 
puddles, drains, quarries, borrow pits, and especially 
in the Korle Bu Lagoon. Every year the authorities 
solemnly reported impressively large and precise 
figures on the clearing of thousands of square yards of 
weeds and brush, the collection of discarded bottles 
and tins, and the filling or chemical treatment of indi- 
vidual puddles and drains [85]. Old wells and quar- 
ries were filled with solid wastes and ash from the city 
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incinerator. Trees with cavities which might harbor 
larvae were chopped down [86, 87]. Such energy was 
laudable, but little could be accomplished as long as 
mosquitoes bred without check in the Lagoon. 

The Korle Bu Lagoon bisected the city. Its water 
level and degree of salinity varied, but the marshy 
shores provided superb breeding grounds for A. gam- 
biae and other mosquitoes. Early efforts to keep the 
level of the Lagoon low by keeping the channel to the 
sea open at low tide failed because the channel kept 
silting up and wooden gates installed to prevent this 
washed away [46, p. 8]. Herringbone drainage chan- 
nels and oiling failed to limit dry season breeding 
along the swampy margins of the Lagoon. In 1929, 
Governor A. R. Slater, prodded by his medical advi- 
sors, proposed an extensive 6-year program of dredg- 
ing the central part of the lagoon and dumping the 
soil as fill behind restraining walls built along the 
edges. In this way, seasonally flooded swampy areas 
could be reclaimed and used for building sites, leaving 
a small permanent lagoon with an outlet to the ocean. 
Salinity, clear shore lines, and larva-eating fish would 
end the mosquito menace; water circulation and rout- 
ing drain water directly to the sea would end the 
Lagoon’s chronic stench. The plan, estimated at 
£195,000, was approved [88]. Despite the depression, 
work was conducted for the next several years amidst 
expressions of optimism [66, pp. 11-12]. However, by 
1939 new construction had ceased and previous work 
was not maintained. The silting of the channels to the 
sea could not be controlled. Korle Bu Lagoon was 
producing tremendous numbers of mosquitoes by 
1943 and the Director of Medical Services admitted 
that the whole scheme was an example of the kind of 
ineffective project which produced no lasting benefits 
and “might never have been undertaken at all” [89]. 

A major Anglo-American airbase was constructed 
at Accra during World War II. The military authori- 
ties were highly critical of previous civilian efforts, 
claiming that “malaria control in any sense of the word 
simply did not exist”. Oiling was haphazard, larva 
inspection had become perfunctory, and there was 
profuse breeding in the Korle Bu Lagoon, the Klotey 
Lagoon near Christiansborg, and in small bodies of 
water all over the city. The colonial medical depart- 
ment could not even give intelligent advice [90]. This 
assessment might have been overly harsh, but mos- 
quito control was largely ineffectual, despite consider- 
able expenditure and effort. After 1945 the persistent 
insecticide DDT made the task easier, but success has 
remained elusive [91 ]. 

A number of other measures helped improve health 
conditions. Road paving reduced dust. A few new 
markets were built and some food was inspected. The 
municipal slaughterhouse, where inspectors con- 
demned large quantities of meat from diseased ani- 
mals, was especially significant. A special stove was 
used to sterilize swine carcasses infected with the cys- 
ticercoid larvae of the pork tapeworm [92]. Sporadic 
efforts were made to restrict the movements of people 
with infectious diseases. Violently insane people were 
confined in the Colonial Lunatic Asylum, but “burnt 
out” lepers, cripples, the blind, and “harmless luna- 
tics” were allowed to beg or otherwise fend for them- 
selves in the markets [93]. 


The crucial problem of health education was 
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stressed in the schools and in 1922 an annual “Health 
Week” was inaugurated, which featured lectures, 
demonstrations, and a general cleanup led by school 
children and civic groups. “Health Week” was viewed 
by some as the one week a year when the medical 
authorities would “descend from their exalted pedes- 
tal” [81, p. 951; 82, p. 466]. Education was very im- 
portant because, as one editorialist observed, “a good 
many of our people are very indifferent to the ordi- 
nary laws of hygiene and health whilst many more are 
hopelessly ignorant thereof” [56, p. 1008]. 

The most important publich health achievement 
before 1940 was the piped water system. The pan 
latrine system, while better than nothing, was clearly 
a menance to health. Rubbish collection and solid 
waste disposal was tolerably effective, as was the 
drainage system. Korle Bu Lagoon no longer smelled 
so bad. The record in housing was mixed. Some 
planned suburbs worked out well, but nothing sub- 
stantial was done in the heart of the city. Insect con- 
trol in the pre-DDT era was not very effective and the 
measures taken did little to encourage public cooper- 
ation with the sanitary authorities [94]. Of course 
many of Accra’s past and present health problems are 
the inevitable consequences of rapid urbanization in 
an underdeveloped country. While the colonial 
government might have done more to improve its 
capital, and a stronger, better financed municipal 
council would have been desirable, reasonable public 
health progress was made. 

Curative medicine also made considerable progress. 
Since there were only a handful of African physicians 
in private practice, virtually all medical care was pro- 
vided by the government. A hospital with 40-46 beds 
for Africans and a smaller number of beds for Euro- 
peans was built in 1882 [95, 96]. In 1916, when a new 
European Hospital was opened on the Ridge [97], the 
African hospital was already grossly inadequate. In 
_1913 Governor Hugh Clifford complained that “the 
headquarters hospital in this colony compares unfa- 
vourably in almost every respect with any way-side 
hospital in the out-districts of Ceylon” [98]. Doctors 
complained bitterly about “dangerous” sanitary con- 
ditions, extreme crowding, and poor maintenance 
several years later [99, 100] and the situation was not 
relieved until the completion of the Gold Coast Hos- 
pital at Korle Bu in 1923. This institution became the 
major medical and surgical center for the whole 
country and served patients from a wide area. In- 
patient loads rose from 206 a day in 1927-8 to 292 in 
1938; total out-patients rose from 11,283 to 17,903 in 
the same period. Demand for care was so great that 
staff shortages were chronic and patients sometimes 
complained about poor food and long waits for treat- 
ment [81, p. 763; 101]. A free venereal diseases clinic, 
begun in 1920, was affiliated with the hospital. 

The need for special infant and maternal facilities 
was recognized as early as 1916, when Governor Clif- 
ford appointed a committee of prominent Africans 
and Europeans to investigate the causes of the city’s 
high infant mortality rate [102]. Nothing could be 
done immediately because of the war, but in 1920 
Governor F. G. Guggisberg accepted proposals to 
build a lying-in hospital [103]. A maternity Hospital 
opened at Korle Bu in May 1928 and was soon work- 
ing at full capacity [36, p. 38; 104]. Although most 


257 


deliveries still took place in the home, the maternity 
hospital handled difficult cases, provided outpatient 
services, and trained badly needed midwives. 

Infant welfare work began in 1923 when a mission 
doctor, Dr Jesse Beveridge, opened a small clinic in 
Christiansborg. The government took it over later in 
the same year and opened another Infant Welfare 
Centre in James’Town. These clinics, operated by 
newly recruited Women Medical Officers, provided 
ante-natal and post-natal services for mothers, gave 
advice on child care, and treated a wide variety of 
diseases and minor injuries [105]. In 1925-6 there 
were 13,438 cases treated; the figure rose to 21,253 in 
1937. More extensive treatment was available at the 
Princess Marie Louise Hospital, which opened in cen- 
tral Accra in 1926. Designed for preventive and edu- 
cational work, Princess Marie Louise soon became a 
very busy children’s hospital which attracted patients 
from a wide area in and around Accra [106, 107]. The 
hospital and clinics sponsored infant weighing centres 
and home visits by health workers 

Thus, medical facilities were generally available to 
the public at little or no cost from’the 1920s and 
people made full use of them. In addition to the insti- 
tutions mentioned above, there was a small Canton- 
ments Hospital for military personnel and an errati- 
cally operated Contagious Diseases Hospital at 
Labadi, which was primarily an isolation’ centre. 
Accra was also the site of the Colonial Lunatic Asy- 
lum which, like the Gold Coast Hospital, handled 
acute cases from around the country. Although hospi- 
tals and clinics were crowded and were not spread out 
over the city, better medical care was available ir 
Accra than anywhere else in the country 

The impact of public health and 
measures on disease incidence and mortality can be 
assessed from a variety of sources. Medical reports, 
supplemented by Municipal Annual Reports, indicate 
trends in major infectious diseases, and the returns of 
the Registrar of Births and Deaths give serial data on 
vital events. The Registrar’s reports for 1920-1930 are 
extremely valuable because they give causes of death 
by sex and by eight age groups. Unfortunately, later 
reports aggregate Accra’s returns with those for all 
registration areas, but some post-1930 data can be 
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gleaned from other sources. 

Accurate population figures are needed 
mine vital rates. The city was covered in the censuses 
of 1891, 1901, 1911, 1921, 1931, and 1948. Although 
some people may have been missed in the crowded 
central core districts or among the transient popula- 
tion, these censuses were conducted with reasonable 
care and can be accepted as roughly accurate. Offi- 
cially reported crude birth and death rates were based 
on annual population figures which were either 
guesses or were calculated from the growth rate 
between the two previous censuses. For example, the 
population in 1927 would be calculated by adding six 
times the average annual increase between 1911 and 
1921 to the 1921 figure. Obviously, estimates for inter- 
censal years could be far off the mark. In 1920, 25,000 
was used, although the Medical Officer of Health 
thought that the forthcoming census would show 
close to 30,000 [108]. The actual enumeration was 
over 38,000. In 1929 the M.O.H. put the city’s popula- 
tion at 50-60,000. but cautioned that “no reliance can 
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Table 1. Population of Accra, 1891-1960 


Year Census’ Estimate 


Year Census’ Estimate 


56,965 
59,264 


1929 
1930 
1931 
1932 
1933 
1934 
1935 
1936 
1937 
1938 
1939 
1919 1940 
1920 : 1941 
192] 38,573 1942 
1922 0, 1943 
3 1944 
1945 
: 1946 
192¢ 06! 1947 
192 1948 
1960 


1891 19,999 
1901 
1910 
1911 


1912 


17,892 


64,875 
68,192 
71,509 
74,826 
78,143 
81,460 
84,777 
88,094 
91,411 
94,728 
98.045 


18.574 
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1913 
1914 
1915 
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1916 
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1917 
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1918 


101,360 
108,273 
115,186 
122.099 
129.012 


1923 
1924 


1925 


135,926 
54.666 338.396 


» for total population, including Europeans 
No correction has been made for extension 
yundaries, such as the annexation of Labadi 


be placed on this figure, consequently all vital stat- 
comparatively valueless” [109]. For 1924 the 
of Births and Deaths gave a figure of 
44.477; the Medical Department used 48, 429; and an 
American observer suggested 42,000 for 1925 
[63, p. 7; 101, 111]. Clearly, estimates became weaker 
as years passed after a census, because, as the authori- 
ties realized, the city’s growth was too erratic for in- 
terpolation of past intercensal increases to produce 
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valid results. 

Table | gives yearly population estimates based on 
the assumption of steady arithmetic growth between 
censuses. No particular claim for accuracy can be 
made, although these figures, based on the increase 
measured by censuses which bracketed the year in 
question, should be better than the official estimates 
based on growth between the two previous censuses. 
An estimate for 1929 based on 1921-1931 growth is 
more plausible than one based on growth between 
1911 and 1921. Natural increase would of course be 
exponential, but, since Accra received a large number 
of immigrants, simple arithmetic growth is a reason- 
able approximation. The greatest problem is the fact 
that growth was irregular. Immigration increased dur- 
ing periods of prosperity and in wartime, as for 
example, ca. 1916-1919, the mid- and late 1920s, and 
the early 1940s. Lack of jobs during the depression 
reduced immigration from the north and from French 
colonies, so it can be assumed that there was slower 
growth in the early and mid-1930s. Thus, the popula- 
tion estimates for the 1930s may be too high, and 
hence the crude birth and death rates too low. For- 
tunately, a count made in 1943 by the health authori- 
ties breaks the 17-year gap between 1931 and 1948. 

The age and sex composition of the population, 
given in Table 2 for the 1921, 1931, and 1948 censuses, 
remained remarkably stable. Males had a modest 
predominance, mostly because sexual imbalance in 


rural-urban migration produced a high male-female 
ratio in the 16—45-year-old category. These migrants 
often lived in dire poverty and, as will be discussed 
below, they had very high morbidity and mortality 
rates. There was a high degree of turnover in the city’s 
population, largely because most immigrants stayed 
in Accra only for a season or a few years, and even 
long-established Ga families often retained strong 
rural ties. 

Birth and death figures are presented in Tables 3 
and 4. Vital registration began in late 1912 in Accra 
and several other cities; requirements for burial per- 
mits give an indication of deaths in earlier years. City 
births were slightly reduced because some women 
returned to their home villages to have babies, while 
the death rate was artificially inflated to a small 
extent because opportunities for begging and insti- 
tutions (hospitals, the asylum, prisons) concentrated 
sick people in the capital. Completeness of regis- 
tration is a greater problem in interpreting the data. 
Death registration was easier to enforce than birth 
registration, and reasonable compliance with the lat- 
ter was not achieved until 1926—7, as indicated by the 
sudden jump in the number of births recorded then 
[73, p. 5; 112]. More complete registration is the pri- 
mary explanation for the abrupt increase in the crude 
birth rate (CBR) and fall in the infant mortality rate 
(IMR), not dramatic changes in fertility or infant 
health [113-115]. Registration was, and still is, far 
from complete [116]. 

Accra’s crude birth and death rates were lower than 
for the country as a whole. Caldwell has estimated 
national crude birth rates of about 52 per thousand in 
both 1921 and 1948 [117]. Low fertility in Accra is 
partially due to sexual imbalance, although the gen- 
eral fertility rate, in this case the number of live births 
per 1,000 females in the 16-45 year group, ranged 
only from 150 in 1926 to a high of 201 in 1929, then 
fell to 187 in 1931, 155 in 1934, and 125 in 1938. 
Crude death rates (CDR) remained remarkably stable 
at around 20 per thousand from the mid-1920s; they 
are well below Caldwell’s suggested overall CDR of 
38 per thousand in 1921 and, except for the war years, 
his 1948 estimate of 24 per thousand [117]. And, as 
Table 4 shows, Accra’s CDR was also usually less 
than the average for all urban areas. Births probably 
exceeded deaths in Accra for most, if not all of the 
twentieth century, although this is evident in the 
registration data only from 1926. Natural increase 
accounted for approximately one-half of the city’s 
total population growth in the late 1920s and one- 
third during the 1930s. Thus, while migration was 
always a major factor in demographic growth, and 
became even more significant during and after the 
Second World War, health conditions were good 
enough to allow Accra’s population to be more than 
self-sustaining. 

Some interesting and remarkably persistent pat- 
terns in mortality by age and sex are shown in 
Tables 5, 6, and 7. The continuing high level of infant 
mortality is striking, as is heavy mortality among 
children between 1 and 5. 30-40% of all deaths were 
in these age groups. As will be described below, this 
heavy toll was due to infectious diseases and nutritio- 
nal problems. Figures for first-day deaths are not par- 
ticularly reliable and, like the still births listed in 
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Table 3. Births, stillbirths, infant and maternal mortality, Accra 


Crude 
birth 


ratest 


Live 
births* 


Stullbirths 


Maternal 
death 
rate 


Infant 
mortality 
rates 


Maternal 
deaths 


Infant 
deathst 


J 


1000 
1082 
1700 
2246 
1919 


4 try hry tM bo 
MN B&B VN WN W 


+N 


4 
4 
43 
4 


* Includes Labadi from 1943 


+ Births per 1000 population (see Table 1). These rates vary from those published in official reports because of different 


population estimates 


{ Deaths of persons less than | year old, excluding stillbirths 


§ Infant deaths per 1000 live births 
Maternal deaths per 1000 live births. 

€ 1931-2 

** 1932-3 


++ Calculated from published rate 


Sources: NAG 2763/58, B.P. 249, Extract of a Report by Allan C. Parsons, MOH, 1915; Reports of the Registrar of 
Births and Deaths; Medical Department Annual Reports; lone Acquah, Accra Survey (London, 1958), p. 140; Gold Coast 


Independent, 13 July 1946, p. 166. 


Table 3, are mostly from birth injuries, genetic defects, 
prematurity, and other conditions not susceptible to 
rapid improvement. The percentage of deaths in the 
25-45-year group is extraordinarily high and, as 
Table 7 indicates, male deaths predominated. The 
poverty and marginal status of migrants, most of 
whom were working age males, made them especially 
susceptible to tuberculosis and other diseases. Indeed. 


perhaps partly due to greater biological fragility 
and/or biases in reporting, males died in greater 
numbers than females, and in greater proportions 
than their share of the total population, in all age 
groups except children 5—15 and persons over 65. 
Although the age and sex composition of the popu- 
lation remained stable enough so that dramatic shifts 
in mortality patterns would be evident in changing 


Health in urban Ghana 


Table 4. Registered deaths and crude death rates 


Deaths 
Crude death rate* Crude death rate, 
Year Male Female Total Accra All urban areass 


1910 926 50.0 
1911 782 42.1 
1912 913 44.3 
1913 TE 34.4 
1914 780 S57 
1915 843 31 
1916 1131 39.6 
1917 924 
1918 1617 
1919 909 
1920 = 558 1314 
1921 477 1111 
Jan—Mar. 1922 : 220 
1922-3 3: 1033 
1923-4 

1924-5 

1925-6 

1926 

1927 

1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 

1938 

1939 

1940 

1941 

1942 

1943 2 
1944 2574 
1945 2090 
1953 2586 
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Sources: N.A.R. 2763/58, B.P. 249, Extract of report by Parsons A. C.. MOH, 1915: Kuc- 
zynski R. R. Demographic Survey [114], p. 452; R.R.B.D. [108]; M.D.A.R. 11: NA.G 
1619/1963, 1626/1963, 1630/1963, Annual Reports of the Medical Officer of Health. Accra 
Reports of the Accra Town Council; Gold Coast Independent, 13 July 1946, p. 166; Acquah I 
Accra Survey [62], p. 139; Patterson K. D. Health in Colonial Ghana [115], Table 7 3 

* Deaths per 1000 total population, excluding stillbirths 

+ N.A.G. 431/1962, Accra Town Council Minutes, 8 March 1943, p. 117, pop 

t stated. 

t Official estimate 

§ Total figures for registration areas, which were all urban and, especially 


covered almost all major towns 


Table 5. Deaths by age, number and per cent of all deaths, Accra, 1911 


Total 

deaths 5 yr 6-15 yr 16-45 yr 
Year in sample No. No 
1911 : : 4.2 152 
1912 : 35 42.6 2.6 271 
1913 ; 4 39.0 3 46 245 
1914 365 BK 38.8 85 9.8 263 
1915 337 32 38.2 8.1 299 
1916 : 5 46.3 100 9.0 294 
1917 j 41.1 38 4.2 280 
1918 5 5 34.1 108 6.7 675 


Source: N.A.G. 1570/1963, Report on the Census of the Accra Municipal Area, 1921 
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Table 7. Ratio of male/female deaths by age groups, 1920-1930 


15 


0-24 hr 24 hr-1 yr 1-5 5 


25-4 45-65 Over 65 


15-25 


0.93 
1.20 
1.18 
1.31 
0.94 
0.89 
1.21 
1.18 
0.93 
1.05 
1.24 


0.92 
1.43 
E13 
1.09 
1.26 
1.15 
1.16 
1.30 
1:22 
1.10 
1.44 


0.69 
0.82 
0.9] 
0.75 


percentages of deaths in various categories, annual 
age and sex specific death rates would obviously be 
preferable. These could be produced by extrapolating 
sizes of age and sex categories from census data and 
converting the age groups used in vital registration to 
those employed in the census, but slight incongruities 
in the age brackets, the uncertainties of age reporting, 
and the dangers of assuming regular growth for each 
category make this a dubious enterprise. For the 
census years 1921 and 1931, age-specific mortality fell 
from 229 to 168 per thousand for 0—1-year-olds, from 
45 to 29 per thousand for 1—5-year-olds, from 7 to 6 
per thousand for those between 6 and 15, from 18 to 
13 per thousand for adults aged 16-45, and from 63 to 
40 per thousand for those over 45. In the 16-45 
group, males died at a rate of 21.8 per thousand in 
1921, far above the female rate of 13.5. In 1930 the 
male rate was about 17.2 per thousand and the female 
rate was about 11.2. 

The Registrar assigned more than a hundred dis- 
tinct causes of death in Accra. While more than 80°, 
of all deaths were medically certified by 1920, 
erroneous diagnosis and problems in determining 
which of several co-existing conditions killed a person 
limit the accuracy of the returns to some extent. Some 
diseases, like tetanus, were clearly defined and killed a 
few people every year; other “causes” included such 
residual categories as “general debility” and “senile 
decay”; the toll assigned to these categories fluctuated 
widely from year to year. Changes in the prevalence 
of some major causes of death, organized by mode of 
transmission, will be discussed below.. 

Many imsect-vectored diseases flourished in 
Ghana’s tropical climate [115] but only one, malaria, 
was a major problem in Accra. Deaths ascribed to 
malaria, shown in Table 8, are only a fraction of the 
real toll. Many of the deaths ascribed to nephritis 
(47-79 deaths annually prior to 1930) and convulsions 
in young children (17-45 deaths annually in the same 
period) must have been caused by malaria, and 
chronic malaria weakened many people whose deaths 
were blamed on other causes. Despite pre- and 
post-DDT insect control measures, experiments in the 
distribution of prophylactic quinine in schools, and 
sales of the drug in stores and post offices, the inci- 
dence of malaria remained high, especially in outlying 
suburbs and during rainy years which favored 
Anopheles breeding [118]. Effective treatment was 
available throughout the period but, although this 
reduced deaths, malaria. was a continuing drain on 
health. 
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0.51 
0.72 
0.67 
0.49 
0.71 
0.83 
0.55 
0.49 
0.62 
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1.55 
2.13 
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Accra suffered 127 deaths when plague introduced 
by maritime trade swept the city in 1908 but, except 
for a very few cases over the next 16 the 
disease was never again a problem. No cases have 
been reported since 1924, in part due to effective 
public health work. Similarly, aggressive preventive 
measures and successful therapy controlled outbreaks 
of louse-borne relapsing fever in the 1920s. The dis- 
ease was almost entirely confined to poor, lousy 
Zabarima migrants from French Soudan; the greater 
cleanliness of the local population reduced the danger 
that it would spread beyond these impoverished 
aliens [119]. Reports of yellow fever always produced 
frantic activity among health officials, but the dis- 
ease was not a significant cause of mortality, and 
many of its victims were Europeans or Levantines. A 


many years 


years, 


high of 13 deaths was recorded in 1927; in 


there were none. 

As would be expected from the descriptions 
water supply and sewage disposal, diseases transmit- 
ted in contaminated food, water, and soil were impor- 
tant sources of morbidity and mortality. Amebic and 
bacillary dysentery, together with diarrhea and enter- 
itis of diverse etiologies, were commonly acquired in 
fecally-contaminated water. Even after the advent of 
piped water, flies, dust, and unclean vessels or fingers 
could transmit pathogens to drinking water or food. 
Table 8 shows a gradual decline in deaths, especially 
after improvements in water purification in 1921, 
although the mortality rate was still very high in 1938 
Typhoid and paratyphoid fevers were transmitted in 
the same ways and were probably more common than 
the handful of cases and deaths reported would sug- 
gest. Cholera was absent until 1970. Treatment with 
emetine for amebic dysentery was relatively successful 
early in the century, but bacterial infections could not 
be cured until the introduction of sulpha drugs in the 
late 1930’s and antibiotics after 1945. 

Guinea worm, a debilitating helminthic infection, 1s 
acquired by drinking water containing tiny crusta- 
ceans infected with larvae of the parasite. After several 
months of development in human hosts, the female 
worm migrates to the ankle or lower leg and, when 
the host wades in water, it breaks through the skin 
and releases larvae, which find the proper crustacean 
to continue the cycle. The ponds which supplied 
Accra’s water prior to 1914 were “almost ideal” for 
transmission, and infection was very common [120]. 
After piped water was introduced, cases treated fell 
rapidly from 375 in 1914 to 123 in 1915, 39 in 1917, 
and only 4 in 1918. There were 67 cases the next year, 
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but most had been acquired outside of Accra 
[121-123]. 

Two species of worms spread by fecal contami- 
nation of the soil were especially common. Ascaris, 
acquired by ingesting embryonated eggs, was ex- 
tremely widespread and, particularly in children, a 
serious cause of debility [124, 125]. Hookworm larvae 
burrow into the skin of the feet, so wearing shoes or 
sandals provided protection. About 5% of the city’s 
population were infected in 1931-2 [125, p.8]. Like 
Ascaris, hookworm weakened people, but rarely 
caused death by itself. 

Crowding, poverty, and poor nutrition increased 
the incidence and severity of diseases spread by the 
respiratory route. Influenza caused some illness and a 
few deaths in most years, but, except in the 1918 epi- 
demic when about 600-700 people died in Accra 
[126], it was not a serious factor. Pneumonia in 
various forms was a leading cause of death, as shown 
in Table 8. Mortality was especially high during 
the winter months and after mild “flu” outbreaks 
[36, p. 12; 127]; poor migrant males in the 25—45- 
year-old group and young children weakened by 
malaria and worms were the most frequent victims 
[ 127, p. 26]. Therapy was not very successful until the 
advent of sulpha drugs. Smallpox caused seventy 
deaths in the city in 1920, but a vigorous vaccination 
campaign directed by the MOH, P. S. Selwyn-Clarke, 
halted the epidemic and routine vaccination work 
prevented the disease from ever again becoming a 
threat to the city [40, pp. 16-17]. Twenty-eight 
measles deaths were recorded in 1920 and 16 in 
1925-6; it may have been a more important cause of 
child deaths than the returns indicate. 

The medical authorities were very concerned about 
tuberculosis and, as Table 8 indicates, with good 
reason. Therapy was not effective until the early 
1950’s and, except for generally fruitless attempts to 
isolate patients, little could be done to retard 
transmission. Tuberculosis was closely linked to 
crowded living conditions and poverty; high inci- 
dences were repeatedly noted in slum areas of 
Ussher Town and among destitute migrants from 
French West Africa and the Northern Territories 
[86, pp. 17, 53; 124, p. 12; 128]. Death returns show a 
large predominance of males in the 25-45 group. The 
toll of tuberculosis was a direct result of the “appall- 
ing conditions under which the majority of the people 
live” [43, p.12]. While incidence and mortality in 
Accra were well below that in mining centers like 


Tarkwa, it was the single most common cause of 


death in many years, with pneumonia its leading rival. 

Therapy at the Veneral Diseases Clinic reached 
hundreds of victims of syphilis and gonorrhea 
annually after 1920, helping to control these inevi- 
table consequences of urbanization and social change. 
Yaws, common early in the century, was rare in Accra 

‘and other c.ties by the early 1930s, thanks to im- 
proved sanitation and injections of arsenic and bis- 
muth compounds, the first “wonder drugs” employed 
in Ghana [129]. 

Thus, the achievements of preventive and curative 
medicine were mixed. Smallpox, yaws, and guinea- 
worm were virtually eradicated, piped water reduced 
the incidence of enteric diseases, and therapy was use- 
ful for malaria, injuries, difficult childbirths, and to 


some extent, diseases of the pneumonia group. While 
tuberculosis and other conditions were almost un- 
checked, and the continuing popularity of the vague 
catchall “senile decay” testified to lack of medical 
knowledge, enough was accomplished so that, despite 
widespread crowding and poverty, crude death rates 
were brought down to the neighborhood of 20 per 
thousand. Infantile diarrhea, a major cause of infant 
mortality in Western cities until the 1920s, combined 
with malaria, worms, and post-weaning protein depri- 
vation to take a heavy toll of infants, and the same 
uncontrolled factors, especially malnutrition, were re- 
sponsible for the persistence of extremely high morta- 
lity rates among young children. Nutritional deficien- 
cies complicate recovery from virtually all infectious 
diseases. Food and diet in Accra and Ghana in gen- 
eral are described elsewhere [130]. Here it is sufficient 
to note that inadequate nutrition was widespread and 
that kwashiorkor, the terrible protein deprivation 
syndrome, was first described in Accra [131]. 

Accra’s health problems from 1900 to 1940 resulted 
from rapid urbanization in a poor tropical country 
The capital’s growth has been even more rapid since 
1940 and by the early 1970s greater Accra had over a 
million inhabitants. The MOH’s eloquent report for 
1971-73 shows that public health facilities have not 
kept pace; the problems of sewage disposal. rubbish 
collection, food inspection, poor housing, lack of pub- 
lic cooperation, and inadequate staff are described in 
terms reminiscent of Dr Selwyn-Clarke’s reports of a 
half-century earlier [76, 124, 133]. Health conditions 
were grim, and in many ways still are. Crude death 
rates in the 1930s were similar to those of England 
and Wales and the 1870’s and 1880's [134]. Accra was 
not, however, a demographic parasite dependent on 
its hinterland for survival; the city’s population was 
more than self-sustaining for most if not all of the 
century. Technological transfer by the imperial power 
was a major contribution to this phenomenon. In- 
creased intercommunication disseminated established 
diseases and brought new ones like plague and louse- 
borne relapsing fever to the city, and uneven econo- 
mic growth encouraged labor migration and slums, 
but these negative factors were countered by drainage. 
sewage disposal, vaccination, therapy. and especially. 
piped water. The weak, poorly funded colonial city 
government made some real progress 

Accra’s public health problems and the attempts 
made to solve them were roughly similar to those of 
other urban centers in the country. The capital was 
the first city to get piped water: the port of Sekond! 
followed in 1917, Winneba in 1921, and Cape Coast 
in 1928. Kumasi’s major wells were protected by 
chlorination in the mid-1920s [135] but piped water 
was not provided in the Gold Coast's second largest 
city until 1934. The pan latrine system was employed 
everywhere, with full pans being transported to dis- 
posal sites by head-carriage or lorry. Sewage was 
dumped into the sea or buried on the beach in coastal 
towns, and buried in Kumasi and other inland centers 
[136-138]. Cape Coast got a tipping depot similar to 
Accra’s in the late 1920's. Crowded, unsanitary hous- 
ing was a general urban problem. Slum conditions in 
Sekondi and especially in the Kumasi zongo facili- 
tated a serious plague outbreak in 1924 [139]. 

Vital registration and reporting of causes of death 


1920 
1921 
1922-: 
1923 
1924-5 
1925 
1926 
1927 
1928 
1929 


1930 
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Table 9. Cause-specific death rates*, Kumasi, Sekondi, Cape Coast 


Kumasi 
TBt 


Dysenteryt 


Pneumonias 


Dysenteryt 


Sekondi 


TBt 


Pneumonia’ 


Dysenteryt 


Cape Coast 
TBt 


Pneumonias 


340 110 
530 30 


620 20 


240 
290 
160 


430 
280 
290 
520 
300 
180 
210 
110 

70 

60 

60 


240 
420 
310 
300 
320 
300 
300 
350 
370 


290 


430 
400 
400 
430 
540 
460 
670 
430 
560 
430 


410 
300 
340 
250 
270 
290 
310 
270 


320 
210 
190 
390 
220 
360 
400 
250 
170 
200 
290 


450 
530 
450 
410 
480 
470 
420 
360 
480 
530 
330 


Source: R.R.B.D. [108] 

* Per 100,000 population 

+ Dysentery, diarrhea, typhoid, paratyphoid. 
{t Pulmonary and non-pulmonary forms. 

§ Includes bronchitis 


were more accurate in Accra than in other cities, but 
the data indicate that the disease consequences of 
urban growth were comparable. Table 9 shows cause 
specific mortality rates for three major disease groups 
in three cities with accessible returns. Comparison 
with Accra data (Table 8) suggests that the capital 
had less mortality from respiratory diseases of the 
pneumonia group than the other coastal towns, Sek- 
ondi and Cape Coast. The impact of piped water sup- 
plies on deaths from enteric disease is obvious, as is 
the beneficial result of chlorination of Kumasi’s five 
public wells. Tuberculosis was a leading cause of 
death in all towns, although not as high as in the 
mining community of Tarkwa, which reported an ap- 
palling 820 tuberculosis deaths per 100,000 in 1921. 
The fluctuating size of the mine labor force and the 
lack of reliable population estimates make it imposs- 


Table 10 


1924-5 
1925-6 
Apr.—Dec 
1927 
1928 
1929 
1930 
1931 
1932 
1933 
1934 
1935 
1936 
1937 
1938 
1939 
1940 


tration are 


Live 
births 
1927 
2075 
2963 
759 
2988 
2941 
3011 
2914 
3672 
5574 
5539 
7476 
8054 
8239 
9376 
9614 
9637 
10,106 


11 79 


11.234 
11,265 
12,621 
13,548 


1920 


as 


Deaths 


2524 
2916 

700 
3283 
3285 
3591 
3814 
3636 
4884 
5182 
5451 
5972 
5972 
5905 
6264 
6550 
7831 
8002 
8431 
7530 
8079 
7894 


Births, deaths, and net natural growth, all regis- 


Net natural 
growth 


Source: Kuczynski R. R. Demographic Survey [114], 
p. 470. 
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ible to calculate specific rates for other years, but it is 
clear that the hazards of underground gold mining 
gave Tarkwa a tuberculosis death rate at least two to 
four times that of other cities. Since the registration 
reports aggregate causes of death for all urban areas 
after 1930, and, with the partial exception of Accra, 
only scattered statistics are available in municipal 
reports and archival sources [140] comparative data 
becomes scarce for later years. 

Like Accra, Ghana’s urban population showed a 
net natural increase by at least the mid-1920s, as the 
aggregated birth and death returns in Table 10 show. 
Except for Tarkwa, a few other mining centers, and 
the port of Sekondi, which had unusually high death 
rates and predominantly male populations, it is prob- 
able that, as in the case of Accra, gross under-report- 
ing of births prior to new legislation and improved 
enforcement in 1926-1927 masks a positive biological 
balance in earlier years. Despite the very real health 
hazards of the urban environment, Ghana’s towns 
were not dependent on immigration for their survival. 
Indeed, except possibly for the first decade of the 
twentieth century, natural increase has played a sig- 
nificant role in the growth of the urban population. 
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Abstract 


known in its common human form as sleeping sickness 


One of the major diseases affecting human beings and livestock in Africa, trypanosomiasis 


remains resistant to general eradication, 


covering a wide belt across the middle of the continent. This is true even though the disease’s carriers 


several varieties of tsetse flies 


and its need for an animal host is well understood 


This paper sketches 


the history of medical, public health, and development concepts that have attempted and | chieved 
short-term and local eradication with a variety of methods, as well as the ecological consequences of 
these eradication measures, some quite devastating. More ecologically-attuned approaches to develop- 
ment than the simple removal of the tsetse are required in the trypanosomiasis belt if resource degrada- 


tion and famine are to be avoided. 


INTRODUCTION 


In June 1925 the British Prime Minister created a 
sub-committee of the Committee of Civil Research to 
prepare a scheme “aimed at controlling the tsetse-fly 
as a carrier of human and animal trypanosomiasis 
and as a preventive and curative treatment of the 
human and animal disease” [1]. Some 20 years later 
Sir Henry Tizard, then Chief Scientific Adviser to His 
Majesty’s Government, referred to this sub-committee 
as follows: “The Committee on tsetse fly control was 
still sitting in 1938 without any noticeable effect on 
the expectation of life of these pests” [2]. If for 1938 
we write 1978 the words are still true. Moreover, the 
British Committee is now only one of several national 
and international committees and there have been, 
since about 1947, a continuing succession of confer- 
ences and seminars. This year the United States has 
become the principal mover in setting up yet another 
body of experts with an object identical with that of 
Mr Stanley Baldwin in 1925. 

This sounds like a record of abysmal failure. Of 
course it is nothing of the sort. There is a whole range 
of techniques for getting rid of or for controlling 
tsetse flies: human and animal trypanosomiasis can 
be cured and chemoprophylaxis has had many and 
often large-scale successes in preventing both human 
and animal infections. In some degree this was true 
before 1938; since the Second World War those re- 
sponsible for the direction of studies have not failed 
to take advantage of new knowledge of the chemistry 
of pesticides, of advances in pharmacology and immu- 
nology and so on, while in physiology, ecology and 
ethology research has enlarged several fields of gen- 
eral scientific interest. But the application of this 
knowledge is slow—indeed in many areas retrogres- 
sion rather than progress is the rule. Why is this so? 
Have we backed the wrong horse? Or even, are we 
running in the wrong race? 

It is interesting to look back at some of the ideas 
which have influenced thought and action among 
those concerned with tsetse-borne disease over the 
last hundred years or so. 
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COMMON GENERALIZATIONS 


j 


One important idea must be noted, but not 
cussed. Earlier field workers on tsetse and trypanoso- 
felldw-countrymen, 


dis- 
miasis shared the view of thei 
whether French or British, o1 
German, that they would succeed where the indi- 


their 


Portuguese or 


elgian 


genous peoples had failed and that successes 
would lead to spectacular improvements in the stan- 
dard of living of the inhabitants of the African con- 
tinent. This confidence was based not upon the results 
of experimentation but upon the solid conviction of 
their superiority, moral as well as technical, over Afri- 
cans in general. It is a view that still persists, but is 
outside the scope of this paper 

Another general idea was that the apparent back- 
wardness of African peoples could be attributed to 
prevalence of endemic diseases, particularly the trypa- 
nosomiasis of domestic livestock. The wheel was not 
used; transport, where there were no rivers or lakes, 
was by human porterage, since draught or riding ani- 
mals could not survive. Cultivation limited 
because there were no oxen to pull ploughs, to turn 


was 


mills or to carry produce: and because of these defi- 
ciencies nutrition among the Africans was inferior to 
that of Europeans and Americans. And so on 


THE MORE DISTANT PAST 


It is only possible to guess at the effects of trypano- 
somiasis on earlier African history, for there is almost 
no evidence of specific constraints upon development 
or health. There have been, in various parts of Africa, 
a number of relatively highly organized societies which 
have achieved considerable cultural development in 
spite of having been located in areas which, in the 
19th century, become foci of both sleeping sickness 
and nagana. Whether or not their peoples consciously 
made efforts to achieve protection against infection, 
one does not know; although Swynnerton’s study [3] 
on the western border of Mozambique suggests 
strongly that the Nguni chief Mzila knew what he was 
about in creating large concentrations of population. 
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The seasonal migrations of the modern Fulani of 
West Africa show clearly that they have a sound 
knowledge of the local geography of the fly-belts. 

For those who enjoy speculation about the interac- 
tions of people and tsetses in the distant past, starting 
points are provided by Westwood’s [4] paper postu- 
lating a role for Glossina in the biblical plagues of 
Egypt. Townshend [5], three-quarters of a century 
later, is more widely ranging and one should mention, 
but not accept, the ideas of the great palaeontologist, 
Osborn, who suggested that the disappearance of the 
Equidae from the American continent was caused by 
their encounter with tsetses, the fossils of which have 
been found in the Oligocene of Colorado. 

However, it probably is true that a king of Mali 
died of sleeping sickness in 1373 or 1374. After that 
we come to the West African slave trade, in which it 
was common practice to discard individuals who had 
swollen neck glands; a precaution which did not pre- 
vent the negro lethargy appearing among slaves in the 
Antilles in the 18th century, although in the absence 
of a suitable insect vector the parasite could not per- 
sist. This, however, was not the case with the cattle 
trypanosome, Trypanosoma vivax, which was trans- 
ported to America in the 19th century and has 
become established there, using other blood-sucking 
insects as vectors, or the camel trypanosome. 
T. evansi, which is a variety of Trypanosoma brucei 
which has succeeded in throwing off its dependence 
on Glossina as a vector and, using other biting flies, 
has managed to cross Asia to the Mongolian deserts 


[6]. 


EARLY SCIENTIFIC INVESTIGATIONS 


The interest of scientists in tsetses, apart from the 
classificatory activities of systematists, seems to have 
begun with Professor Richard Owen’s Instructions to 
the Zoologist of Livingstone’s Zambezi Expedition in 
1858 [7]. At that time, before publication of the work 
of Pasteur, it was thought that the tsetse Glossina 
morsitans killed cattle by injecting a poison. Owen 
wrote “the alleged fatal effects of this insect in the case 
of oxen and horses subject to its bites, should be 
determined with the utmost precision in regard to the 
number of bites or punctures occasioning death”. If 
one postulates infective bites rather than poisons, this 
simple instruction would form a good starting point 
for study even today. In the same instructions Owen 
notes that “the presence of the tsetse is a barrier to 
progress by means of oxen and horses...” and con- 
tinues that the fly would prove “a similar obstacle to 
a settlement in the so infected districts by any colony 
depending upon cattle or horses for food or trans- 
port” 

Note that the obstacle is to the establishment of a 
colony. 


LESSONS FROM ZULULAND 


The first effective scientific investigation of tsetse- 
borne disease was carried out by David Bruce in 1893 
and 1894 in Zululand [8]. He demonstrated that 
nagana was caused by a trypanosome and that the 
parasite was transmitted by tsetse flies from wild ani- 
mals to cattle and dogs. The importance of the flies 


had long been known. That Owen’s “poison” was a 
haemoflagellate was new. 

There are two points to make about this first and 
fundamental research success. The Zulu kingdom col- 
lapsed in 1879 and in 1887 the country was taken 
over by the Government of Natal and its king exiled 
to St Helena. The white farmers moved in with their 
cattle to graze the Zulu pastures. Very soon nagana 
appeared and the cattle began to die. An account 
published by the South African veterinarian Curson 
[9] in 1924 shows that, in the old days, transhumance 
enabled the Zulus to avoid infection by moving their 
cattle into the high veld in the wet summer months 
and back to the low veld in the dry winter. Such 
flexibility in the use of pasture could not be practised 
by farmers each of whom owned his own land. Land 
tenure was to be a subject which greatly occupied the 
minds of colonial administrators throughout Africa. 

The second point is that it took very little time for 
the threat of economic loss among settlers to secure 
the services of an expert. Bruce had made a name a 
few years earlier by isolating the causal organism of 
the variously named Malta fever, undulant fever or 
Brucellosis. His work in Zululand did not lead to the 
discovery of new methods of control and it was only 
after many trials of different techniques, spread over 
half a century, that du Toit and his colleagues [10] 
eliminated the Zululand fly-belts by use of DDT. 

The prolonged effort in Zululand draws attention 
to another basic idea which has, throughout most of 
this century, powerfully influenced the minds of those 
responsible for tsetse control. Almost from the begin- 
ning of colonial effort, two methods of eliminating 
these insects were known to experts. These were, of 
course, elimination of wild animals and removal of 
trees and larger shrubs. They were not used in Zulu- 
land, except as protective devices inserted between the 
fly-belts and the surrounding farms, because legisla- 
tion was invoked to turn the three fiy-belts into 
wildlife reserves. It will be necessary to look again at 
the idea of conservation in relation to the control of 
tsetse-borne disease. The concept of the tsetse as the 
saviour of Africa from its inhabitants is a frequently 
recurring theme in British colonial literature. 


EXPLORERS, VOORTREKKERS 
AND HUNTERS 


It is useful to revert a moment to the experiences of 
explorers and hunters who lost draught and riding 
animals from trypanosomiasis and of the South Afri- 
can voortrekkers who were turned away from the val- 
ley of the Limpopo by Glossina morsitans. These 
encounters have been well summarised by Fuller [11] 
and Dicke [12]. The books of Austen [13] and Tabler 
[14] are also valuable. 

Four important ideas emerged from these experi- 
ences. Firstly, the idea of avoiding infection by choos- 
ing routes which circumvented the fly-belts, using the 
knowlege of earlier misfortunes and of local people. 
The main route to the north avoided the Limpopo 
fly-belts by passing through eastern Botswana, and 
one may therefore argue that the tsetses determined 
the line of the railway between Johannesburg and 
Bulawayo. It was also possible to avoid the conse- 
quences of infection by use of transport not suscep- 
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tible to it. In 1864 the need for an outlet from the 
Transvaal to the Indian Ocean at Delagoa Bay 
prompted the idea that barges could be used to carry 
goods along the Maputa and perhaps other rivers 
[12,15]. (Livingstone, 10 years earlier, had had the 
same notion about the Zambezi.) 

Now we must observe that to the pioneers tsetses 
were important primarily because they compelled 
people to travel by foot and to move their goods on 
the heads of porters. Lugard in Nigeria was much 
impressed by the waste of human energy involved in 
head porterage [16]. One would have expected there- 
fore that the appearance first of railways and then of 
motor vehicles would have had a profound effect 
upon the rate of economic development of tropical 
Africa. So they did—but this development had an 
almost imperceptible effect upon the size of the fly- 
belts. Perhaps, then, the lack of animal transport in 
the historical past was not, after all, a vital impedi- 
ment to African advancement? Is it relevant to note 
that similar deficiencies in the same latitudes in Cen- 
tral and South America did not prevent the appear- 
ance of highly developed civilizations? Certainly the 
fly-belts did not prevent cattle from penetrating the 
African tropics from the tsetse-free north to the tsetse- 
free south [17]. 

However that may be, lack of animal transport cer- 
tainly was a handicap to Europeans trying to push 
north before 1895 when the Great Rinderpest so con- 
veniently removed the tsetse host animals and with 
them the flies. 

The third idea was that of bush clearing. The 
earliest published statement about the unsuitability of 
open treeless grassland to the tsetses seems to be that 
of Andersson[18] who noted that the wide grassy 
and only rarely flooded course of the Taokhe River 
prevented the insects from spreading out from the 
heavily infested Okovanga delta. According to 
_Thomas Baines [19] Boers who constructed a “Com- 
mando Path” to the Limpopo destroyed the bush for 
several hundred yards on either side of it to make a 
protective corridor as it approached the river. 

This is, perhaps, a suitable place to draw attention 
again to Swynnerton’s [3] account of the administrat- 
ive actions of the Nguni chief, Mzila who, to provide 
disease-free pastures for tribal cattle in the region of 
the Sabi River ordered, firstly, the concentration of 
settlement, by ordering his followers to “Draw near to 
the King” and, secondly, the hunting of all animals in 
the peripheral bush. The first measure created wide 
areas of bush-free cultivation; the second had the 
effect of keeping the reservoir of infection at a 
distance. 


THE HUMAN INFECTIONS 


At this point we must take account of the human 
disease, sleeping sickness. I have noted that human 
trypanosomiasis had long been known on the West 
African coast, though not its origin. It was not until 
six or seven years after Bruce had defined the cause of 
infection in cattle in Zululand that Dutton found Try- 
panosoma gambiense in the blood of a patient in Sene- 
gambia. Shortly afterwards, Castellani recovered the 
same parasite from the spinal fluid of one of the vic- 


tims of the Uganda epidemic. Bruce again, in Uganda, 
revealed the role of the tsetses. 

There are a few points to make about the early 
sleeping sickness epidemics. Explosive outbreaks from 
about 1870 onwards in Zaire and the surrounding 
regions (i.e. King Leopold’s Congo Independent State 
and what was soon to become French Equatorial 
Africa) and, from 1896 onwards, in Uganda, were very 
much more alarming and, indeed, frightful than the 
cattle trypanosomiasis encountered by the explorers 
and pioneers. Cattle trypanosomiasis did not threaten 
the imperial idea—it was, in any case, the great age of 
railways, but sleeping sickness was a different matter. 
For a while, in Uganda, optimists discussed the 
notion that white men were not susceptible to infec- 
tion, but this did not survive the first case. Next it was 
assumed that settlers in the south-eastern African tro- 
pics would be safe because Trypanosoma gambiense 
seemed only to be transmitted by Glossina palpalis 
which could not be found on rivers draining into the 
Indian Ocean. There was therefore much alarm when 
another, more virulent, trypanosomal infection of 
man in the Zambezi River basin was shown to be 
transmitted by Glossina morsitans. Moreover, while it 
was possible to argue that the gambian disease had 
no reservoir other than man, it was soon evident that 
Trypanosoma rhodesiense was primarily a parasite of 
wild animals. 

Bruce’s trenchant demand that all wild animals liv- 
ing in sleeping sickness areas should be slaughtered 
[20] provoked emotions far more violent and deep 
than did the deaths from disease of hundreds of thou- 
sands of Africans. But before looking at the subject of 
wild life destruction, there is one more point to make 
about the sleeping sickness epidemics 

The expedition of Doctors Dutton and Todd went 
out to the Congo from the Liverpool School of Tropi- 
cal Medicine at the request of King Leopold in 1903. 
Dutton, who had been the first to isolate Trypano- 
soma gambiense identified also the causal organism 
and mode of transmission of relapsing fever and then 
died of that disease and was buried at Kasongo on 
the Lualaba. Their joint report was written by Todd 
[21]. There is also a useful paper by Lechat [22] 
based upon Todd’s notes and personal correspon- 
dence. It makes clear the point I wish to make. 

Deserted villages were always a feature of regions 
afflicted by severe epidemics, for not only was morta- 
lity very high, but the survivors adopted the only 
course open to them to save themselves: they ran 
away. Not unnaturally it was common for early 
observers to attribute the depopulation solely to try- 
panosomiasis. But Dutton and Todd did not fail to 
note that missionaries, who had been in the infected 
areas before the epidemics began, asserted that the 
latter were not the initial cause of the collapse. The 
epidemics followed declines in population density 
brought about from other causes. “According to the 
missionaries, always, the sleeping sickness was not re- 
sponsible for the initial collapse of the population: the 
causes of it were different.” This observation referred 
specifically to Lukolela where the missionary, White- 
head, had lived for thirteen years. Some old men of 
the district had, moreover, known of the disease in 
their youth. It was therefore endemic and not an in- 
troduction. At the time of Dutton and Todd’s arrival, 
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the local people amounted to only 350 survivors and 
in the previous two months there had been 11 deaths 
from the disease. But, during the previous eight years 
and beginning before the epidemic the population had 
fallen from about 7000. At another place, Irebu, near 
Lake Tumba, a population, in 1893, of some 3500, 
had, from that year onward, been decimated and 
Lechat’s conclusion is that the determining factor of 
the epidemics resided essentially in a violent change 
in the human ecology. The environs of Lake Tumba 
were, in fact, one of the regions which King Leopold 
had sold to a Société Generale de Cultures (a creation 
of his own) in which the State (also King Leopold) 
had the right to collect the natural products of the 
land and keep two-thirds of the profits from their sale 
[23] 

In most medical thinking, these initiating factors 
were overlooked and epidemics tended to be ascribed 
to the arrival in an area of people, or even of one 
person, carrying trypanosomes in the blood. It is a 
complex subject, involving not only change in human 
ecology, which includes man’s domestic livestock, but 
also the associated changes in composition and be- 
haviour of vegetation and soils, of the wild fauna and 
of the tsetses which live upon them and, throughout 
the animal components of this ecosystem, change in 
their immunological interrelationships. But this is to 
look ahead and outside the scope of this paper. 


THE DESART COMMITTEE 


By 1910 the main outlines of the epidemiology of 
the trypanosomiases, both human and animal, had 


been much clarified, chiefly owing to the remarkable 
studies of the Sleeping Sickness Commission of the 
Royal Society under the direction of David Bruce. 
The British Colonial Office now set up an Interde- 
partmental Committee under the chairmanship of the 
Earl of Desart [20], to take evidence from experts 
including not only the leading figures in British medi- 
cine and related disciplines, but also the principal 
authorities from other European powers. 

Bruce believed that the way to eliminate the infec- 
tions was to remove the parasite reservoir, the wild 
fauna. Against him in the debate were arrayed the 
conservationists and the hunters who, at that time, 
found eager allies among the entomologists. Their 
solution was to remove the vectors of the parasites. 
Towards the end of the hearings Bruce said, despair- 
ingly, “I suppose the entomologists will win”. And 


they did 


THE ENEMIES OF MANKIND 


The end of the 19th and the beginning of the 20th 
century saw the emergence of the economic entomo- 
logist, especially in the United States. In 1906 a well- 
known text book by J. W. Folsom [24] recorded that: 


“The average loss through the cotton worm, 1860 to 1874, 
was $15,000,000 

“The Rocky Mountain locust, in 1874 to 1877, caused 
damage of $200,000,000....” 

“The average annual damage by insects to United States 
crops was estimated to be $300,000,000.” 


Additionally, forest insects caused $100,000,000 
damage each year to trees. And so on. 


Statistics of this sort made a great impression. A 
book published in 1916 [25] began with an almost 
hysterical statement: 


“The unrelenting, never ceasing warfare which the majority 
of insects wage against mankind or his property is, for the 
moment overshadowed by the tragedy being enacted on 
the battle fields of Europe”. 


No comment is required, but it is to the point that 
despite three-quarters of a century of increasingly 
powerful efforts on pest control, a modern expert pro- 
nounced, only two months ago, that “at least half of 
man’s crop production is lost each year to his natural 
competitors, weeds and pests, during growth, storage 
and distribution.” 

Be that as it may, at the beginning of this century 
the entomologists had been quick to use these formid- 
able statistics. The tsetse, Glossina, was another 
enemy of mankind. Malaria and the mosquito had, 
very recently, provided the exemplar. Here is another 
quotation from the year 1900 [26]: 


“During the summer of 1899 it was reported that a syndi- 
cate had been formed to buy up part of the Italian Cam- 
pagna. The Campagna is... some 1400 square miles in 
extent with the city of Rome practically at its centre. The 
part of this once fertile and populous district which the 
syndicate proposed to acquire lies in the triangular piece of 
land bounded by the river Tiber to the north and west and 
the Aino to the south and east, and is now so malarial that 
the land is almost valueless, cultivation is reduced to a 
minimum and the scanty population is sickly in the 
extreme. Why had this land suddenly become valuable?” 


Of course, we all know the answer—that Giovanni 
Grassi had, the year before, demonstrated that 
malaria was transmitted by Anopheles—although it 
was not until 1934, under Mussolini, that the drainage 
of the Pontine Marshes was completed and Italian 
malaria eradicated. 

We need not pursue the matter: by the time the 
Desart Committe sat, the entomological argument 
seemed overwhelming. The 1914 war now intervened: 
but in 1920, when Great Britain took over the League 
of Nations Mandate of Tanganyika Territory, C. F. 
M. Swynnerton was appointed Game Warden. While 
farming on the Rhodesia~Mozambique border he had 
built up a reputation as a naturalist and had just 
completed the remarkable study, which I have already 
mentioned, of the land development methods of a 
branch of the Nguni people. His duties as Game 
Warden included the special task of setting up a 
research unit to examine the possibilities of control- 
ling tsetses without killing wild animals. 


THE SEPARATION AND REUNION 
OF DISCIPLINES 


Again I must turn aside from what is mainly an 
East African story. The French and Belgians were not 
impressed by the entomological argument. The great 
Congo epidemics still raged. In the luxuriant West 
African forests, bush clearing was obviously imposs- 
ible and elimination of wild animals pointless when 
the reservoir of the trypanosome was man himself. It 
was a problem for the doctors and research was con- 
centrated upon new drugs and pathology and diag- 
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nosis. The entomologists were given a very minor 
role. 

In Tanganyika, Swynnerton finally established his 
team of entomologists in the teeth of bitter opposition 
from the veterinarians, and there was little liaison 
between the two, although both were concerned with 
control of the same disease. The human infection, 
controlled by the medical department, was similarly 
isolated. 

Different administrations adopted different organi- 
zations according to what they believed to be the 
needs of the colonies and protectorates they served. In 
Uganda, with memories of the great epidemics, the 
problem was seen principally as medical and the 
medical entomologist attended to Glossina palpalis as 
well as to mosquitoes and other insects of medical 
importance. When Glossina morsitans began to spread 
in Uganda and cattle started to die, the veterinary 
services took responsibility for its control on the basis 
of advice from Swynnerton. In Kenya there was a 
similar departmental division. Further south in 
Northern Rhodesia (Zambia) the task was given to 
the Game Department. Colonial Game Departments 
were chiefly revenue collecting organizations, con- 
trolling the issue of|hunting licences. They had the 
duty of protecting farms from the depredation of wild 
life and also of preventing poaching (i.e. of preventing 
the indigenous inhabitants from hunting). The 
advantage of giving a Game Department responsi- 
bility for tsetse control was that it enabled extensive 
shooting to be done with the unimpeachable object of 
protecting the African farmer. 

Allocation of funds for research on tsetse flies in 
East Africa from the Colonial Office almost all went 
to Swynnerton’s team in Tanganyika. In return the 
Tanganyika Tsetse Research team undertook surveys 
and carried out pilot schemes of control in other East 
African countries—U ganda, Kenya, Somalia (then ad- 
ministered by Italy) and in Northern Rhodesia (Zam- 
bia). 

What would have happened if Swynnerton had not 
been killed in 1938 is difficult to guess. He had a 
much wider grasp of the social implications of the 
tsetse fly problem than most of his colleagues. 

After the Second World War the British Govern- 
ment sent out missions to all its territories to review 
the position and to make recommendations for more 
comprehensive research institutes. In 1946, the Portu- 
guese arranged an international meeting in Lourenco 
Marques [27] to bring together workers in East and 
Southern Africa and in 1947 the French held another 
international conference in Bobo-Dioulasso. Out of 
them emerged the International Scientific Committee 
for Trypanosomiasis Research (ISCTR) which held its 
first meeting in 1949 in London [28]. 

Probably the main impetus for these events was 
provided by discoveries stimulated by the war, in 
various fields, but particularly in pharmacology, im- 
munology and chemical pesticides. At the 1949 
ISCTR the British welcomed, with obvious relief, the 
discovery of an apparently efficient drug for cattle 
trypanosomiasis, which offered an escape from the 
burden of tsetse control. Shortly before this, however, 
the first trials in the use of DDT in the field were 
made at Swynnerton’s old laboratory in Tanganyika 
[29]. The first large-scale success using aerial appli- 
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cation of this pesticide was that of du Toit in Zulu- 
land [10]. Also in the early fifties, Wilson began his 
work on the elimination of a focus of human trypano- 
somiasis by ground application of insecticide to river- 
ine bush in Kenya [30]. 

Another event at the first ISCTR was the an- 
nouncement by the principal French delegate, Profes- 
sor Roubaud, that France intended to recruit entomo- 
logists. Probably both French and Belgians began to 
turn again towards entomology because it had 
become evident by the middle forties that the success- 
ful mass survey and inoculation with tryparsamide 
and suramin had achieved their maximal result 
[31,32]. The epidemics had been controlled and the 
incidence of new infections reduced by over 80°; but 
the curve was flattening out. Fortunately a new drug, 
pentamidine (lomidine), which also had prophylactic 
properties, turned out to be highly efficacious in con- 
tinuing the reduction of gambian sleeping sickness 
[33]. 

I do not intend to relate the numerous achieve- 
ments of research workers in both human and animal 
trypanosomiasis since the Second World War. How- 
ever, all this work has had very little effect upon the 
over-all tsetse infestation of the African tropics, nor, 
aS was seen in Zaire and in the south of the Sudan 
Republic in the sixties, in preventing the recurrence of 
violent, widely-spread epidemics of great severity, 
when the appropriate political conditions were 


created. 


DISCUSSION AND CONCLUSIONS 


The British Broadcating Company has recently 
produced a film illustrating some interesting new de- 
velopments in tsetse control. The programme printed 
in the Times newspaper says that it shows “what is 
being done to eradicate the insect that holds up the 
agricultural development of 15 million square 
kilometers of fertile African land” 

I do not believe it. Gillman [34] many years ago 
pointed out that the enormous Glossina morsitans 
belts of Tanzania did not exclude man, but that the 
tsetses flourished (and that means their wild hosts 
flourished) where man could not. This is not to say 
that these vast woodlands are useless; but in terms of 
their development for productive exploitation the 
tasks of the agricultural or water engineer, of pasture 
creation and maintenance or of cultivation for crops, 
are far more formidable than that of the applied ento- 
mologist in eliminating trypanosomiasis. When Gill- 
man said man could not survive in the miombo he 
meant, of course, African subsistence cultivators using 
only axe, hoe and fire. 

Little has been said about methods used in Rho- 
desia. (I do not use the name Zimbabwe in this con- 
text. If there is anything to say about the impact of 
freedom struggles upon the trypanosomiases it is that 
the former are commonly followed very quickly by 
epidemics and epizootics.) The Rhodesian methods 
were successful. Clearance of tsetse by destruction of 
wild life was begun experimentally in 1919 not, as 
Bruce had wanted, to get rid of the trypanosome 
reservoir, but to remove the food of the flies. 

In 1930 large scale shooting was begun and by 1950 
some 26,000 square kilometres had been freed. Most 
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of the reclaimed land was subsequently occupied, the 
better parts by white farmers, the inferior by so-called 
“native reserves”. The operations had originally been 
started because it became evident, around 1914, that 
the Zambezi valley fly-belt, which had been reduced 
to a few small foci after the Great Rinderpest, was 
recovering rapidly. Reclamation continued until lack 
of demand for the still infested land and political 
opposition to the shooting brought it to an end. 
Henceforth work tended to be confined to maintain- 
ing a defence line 

The quality of the land still infested was poor. | 
have told elsewhere [35] of a conversation overheard 
between two Rhodesian politicians, one black, one 
white, while flying over the Zambezi fly-belt. The 
white said “Look at all that. You people are always 
demanding more land. Why don’t you come and take 
this?” The black replied “If it had been any use at all, 
you people would have taken it long ago”. 

I want to draw attention to an aspect of control by 
shooting which is seldom mentioned, although it was 
quite fundamental in the thought of colonial adminis- 
trators and settlers. Devotion to the goddess Artemis 
is deeply rooted in human behaviour. She was the 
patron goddess of hunters, but also the protectress of 
wild animals. The cult is often allied to aristocratic 
behaviour and privilege: game preservation, correct 
behaviour such as refusal to shoot sitting birds, prose- 
cution and punishment of poachers, etc. It was clear, 
in Rhodesia, that the main political opposition to 
yntrol by shooting came from men who were 
great “ What they found intolerable was 
not the mortality among wild animals, but that the 
hunting was done by Africans, the lower classes. 

ton who, as Game Warden in Tanganyika 

nties, had the responsibility of issuing 

or hunting, refused to issue them to Africans 

on the grounds that they were not “sportsmen” [36]. 
Nevertheless, he had been at pains to point out in his 
paper [3] on Mazila’s methods, that the latter, while 
calling upon his people to kill or drive out all animals 
from the neighbourhood of their cultivation, at the 
same time demarcated reserves in which all hunting 
The Artemis complex is probably as 
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strongly developed among Africans as it is among 


ind Americans. Perhaps I should add that 

who was a fair man, also recorded that 
some Europeans were not sportsmen either, by which 
t that they would not bother to follow up and 
kill wounded animals. 

Two other points remain to be made. It was and 
perhaps still is an experience of officials responsible 
for implementing anti-tsetse operations, whether by 
shooting, by clearing or by use of insecticides, that no 
sooner are discussions begun about reclaiming an 
area from tsetses, than the conservation authorities 
declare it to be a wildlife reserve. If the tsetses were to 
be removed, their role as protectors of Africa against 
the Africans had to be taken over by government. 

The second point is that until the middle fifties 
when insecticides came into wider use, the research 
efforts of British glossinologists in Africa were mainly 
directed towards perfecting Swynnerton’s technique of 
control by partial bush clearing. Having learned from 
his historical studies that human settlement, if suff- 
ciently dense, would eliminate tsetses, Swynnerton 
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proceeded to demonstrate it in the Sukuma country 
just south of Lake Victoria. The result was entirely 
successful and was continued by the local people and 
has achieved a high degree of permanence. However, 
it is very clear that only a small portion of the African 
wooded savanna is capable of supporting human 
population in sufficiently high density permanently to 
suppress the bush. Moreover, the method exter- 
minated wildlife just as surely as intensified hunting. 

Swynnerton had been much influenced by Ameri- 
can ecologists in the early part of this century. The 
names of Clements and Shelford come at once to 
mind. The notions of plant succession and, particu- 
larly, of the biotic community or ecosystem appealed 
greatly to him. It was certain that tsetses could not 
survive in open, treeless, grassland. Therefore it must 
be the case that a woody vegetation was, in some way, 
essential to them, for example by offering shade and 
shelter or, simply, perching places. If, therefore, one 
could induce modifications in the natural vegetation 
it might be possible to render it unsuited to Glossina, 
though not to the host animals. The notions of partial 
clearing, that is, the removal of vegetational elements 
which field study suggested were essential to the in- 
sects or of wholesale modification by exclusion of 
grass fires, were advanced and tested. Both achieved 
incomplete success. Fire exclusion was too difficult to 
be practical or, if successful for one species of tsetse 
tended to create an environment favourable to 
another. Partial clearing worked for some species but 
had limited success for the principal species, Glossina 
morsitans. The reasons for failure were never fully 
explored, because of the advent of insecticides; but 
the successes, it now seems, were achieved because the 
clearings destroyed the habitats of the principal host 
animals, especially the wild pigs. 

This paper attempts no forecast on future trends in 
trypanosomiasis control; but the history of the last 
150 years does not suggest that its achievement will 
open up vast rich lands for exploitation. Trypanoso- 
miasis control, especially tsetse control, or elimin- 
ation, has to be considered as part and often a small 
part only, in development programmes. In some 
regions it will have to take second place to provision 
of water, of new transport and communication 
networks, of markets and marketing facilities and of 
education of people into new social patterns. In other 
areas it will have a high priority but unless local life- 
styles and economics can be changed to fit the new 
environment it will induce, removal of tsetse-borne 
disease will lead only to further resource degradation 
and larger famines. 
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Abstract 


The contrast between the closed intellectual system of traditional African thought and the 


open one of Western science is misleading as applied to medicine. Since the seventeenth century in 
Europe, the range of therapeutic alternatives has narrowed. Recent work on Africa shows a broad 
therapeutic pluralism in both the explanations of misfortune and treatments of illness. The breadth of 
therapeutic pluralism had been obscured by studies elucidating particular theories of causation, then 
assuming that one theory was equivalent to the thought of an entire society. The only way to insure a 
full picture of the varieties of therapy is to define disease from outside the cultural and social system, and 


then find all the ways of dealing with it 


In comparing the decline of pluralism in seventeenth century England and the situation in contempor- 
ary Africa, two mechanisms for selecting among alternative therapies lead to two processes of change in 
health care patterns. In the first, each segment of the population tends to choose its own appropriate 
kind of therapy. If one segment grows more rapidly, its preferred therapy will carry greater weight. Ir 
the second, the therapy managing group of the sick person’s kinsfolk and neighbors select the therapy 


ere therapy will change with the managers’ changing perception of threats to health and of the 
Here tt y will chang th the managers’ changing f t f threats to healtk 1 of tl 


efficac y 


of competing therapies. Both approaches must be analyzed with regard to a society’s productive base 
and the manner in which therapeutic resources and decisions are linked to units of production 


Robin Horton, in his important and enlightening 
article “African Traditional Thought and Western 
Science”, argues that traditional African theories of 
the causes of events persist even if they are not empir- 
ically verifiable because the theories form a closed 
system. He quotes from Evans-Pritchard’s 
statement on witchcraft and oracles 
belief every strand depends upon every other strand, 
and a Zande cannot get out of its meshes because it is 
the only world he knows. The web is not an external 
structure in which he is enclosed. It is the texture of 
his thought and he cannot think that his thought is 
wrong” [1]. According to Horton, Western science as 
an open system is much more amenable to change. 
New theories are considered, accepted ones rejected. 
Yet if we think about the past several hundred years 
of European medicine, it is clear that the rise of scien- 
tific authority has meant a narrowing of the range of 
alternative systems of explanation or treatment. In 
seventeenth-century England astrology, witchcraft, 
Galenic or Paracelsian medicine, providence and sin 
were all legitimate points of reference in the interpre- 
tation of disease. Today only clinical medicine sur- 
vives as the legitimate basis of treatment. This picture 
of the decline of pluralism in Europe goes along with 
an increasingly clear sense in Africa that sick people 
and their families shuttle back and forth among mul- 
tiple systems of treatment, each with its own theory of 
disease. To a certain extent, this is a result of the 
intrusion of clinical medicine as a twentieth century 
alternative. But recent studies of African medical sys- 
tems point ever more clearly to a long-standing thera- 
peutic pluralism. John Janzen [2] has given us a full 
description of the medical system of Lower Zaire, in 
which herbalists, magicians, kinship therapists, pro- 
phets, and physicians are all engaged in healing, often 
all in a single case of disease. Eva Gilles has demon- 
strated the previously unappreciated pluralism of the 
Yoruba medical system [3]. 


classic 
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“In this web of 


In this pluralistic setting, studies which focus on the 
intellectual coherence of witchcraft conceptions, of a 
hierarchy of religious forces, of the overarching world 
view, or of the deep structure of collective thought, 
present serious obstacles to the explanation of medi- 
cal change, however admirable they may be 
dating their primary objects of study. Descriptions of 
intellectual coherence place the greatest temporal 
emphasis on persistence rather than change, for a 
structure could hardly be defined as one if it did not 
endure. The comparison (whether implicit or as in the 
case of Horton explicit) of a coherent traditional 


in eluci- 


world view with an equally coherent scientific theory 
does not bring like quantities together, for it juxta- 
poses an entire African society’s collective represen- 
tations with a single body of scientific theory. It does 
not compare African culture with, for example, the 
entire English or French culture of which scientific 
theory is one small part. Descriptions of coherence 
assume that societies are relatively homogeneous—out- 
siders remain strangers only for as long as it takes to 
learn the cultural code—and they assume a relatively 
clear spatial definition of separate ethnic groups. 

The study of medical change presents special prob- 
lems for any coherent understanding of an African 
thought system as defined in words, images, and con- 
ceptions of the African culture itself. “Medicine” is an 
English word which identifies a European cultural 
and social domain. The difficulties can be shown by a 
list of conditions treated by medicine men in Dar es 
Salaam. These conditions are part of a cultural 
domain very different from our own contemporary 
medicine. They include sickness, unemployment, men- 
tal illness, unprofitable business, and unfaithfulness of 
spouse. Clients also seek assistance to win at sports, 
and at politics, to attract sexual partners, and for pro- 
tection from sorcery [4]. In this particular case, as in 
many others, “sickness” can be separated from the 
other conditions, for it corresponds to a single Swahili 
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term, ugonjwa, but this still does not make a neat 
analysis possible. Some cases of sickness are attri- 
buted to sorcery, others to the actions of spirits, still 
others to the malfunctioning of organs in a purely 
physiological sense. Each of these indigenously 
defined causes can also result in disturbances other 
than sickness. Sorcery might result in loss of business. 
Spirit possession can lead to lawbreaking and police 
arrest. The cures are equally diverse, including exor- 
cism, propitiation, hospital visits, penicillin injections, 
ritual purification, magical counterattack, the admin- 
istration of herbal medicines, and others. 

Using “medicine” to define the field of analysis, 
even though it is not congruent with a pre-colonial 
African cultural domain, makes it possible to study 
change in therapeutic systems. The independent, 
external definition of disease as the medical part of 
the total field of misfortune brings into the analysis 
the whole range of techniques, institutions, and ideas 
for helping people suffering disability or distress, 
ranging from natural knowledge of physiology, to 
conceptions concerning the spirits, to witchcraft, to 
ideas about sin. No matter how little a new medical 
a may harmonize with the central conceptions of 
society and the person, they will be considered if 
medicine is given an autonomous definition, external 
to the conceptions of the people being studied. In 
addition, it is quite obvious that the supposedly 
“Western” idea of medicine which defines the field is 
really a cosmopolitan idea, held today by some indivi- 
duals in every nation, and not held universally in any 


id 


nation 

One recent major work which defines the medical 
field in the autonomous way recommended here is 
Gilbert Lews’s Knowledge of Illness in a Sepik Society 
[5]. His conclusions can only be applied to Africa 
with care since the portion of the New Guinea high- 
lands studies was extremely isolated, and since the 
Sepik have no specialists who practice healing. At any 
rate this book is bound to have a salutary influence, 
since it combines with Janzen’s work to focus atten- 
tion on the lay role in diagnosis and therapy. 

Lewis, who is both a physician and an anthropolo- 
gist, defined the universe of misfortune by deciding 
who was ill, in fairly narrow biological terms. He then 
tried to learn how the illness was diagnosed and 
treated. He recognized the existence of other disorders 
which were classed by the Sepik along with sickness, 
but did not focus his attention on these. Even in this 
isolated community, the independent definition of the 
sickness universe enables Lewis to identify a recent 
addition to the recognised causes of illness, a form of 
spirit possession leading to illness behavior radically 
different from all previous forms [5, pp. 133-4]. 

One fascinating consequence of Lewis’s approach 
was the discovery of a very high incidence of unex- 
plained illness. In 57% of the sickness cases he stud- 
ied, the sufferers and their kinsmen were uninterested 
in the ultimate cause [5,p.229]. The illness was 
recognized, in many cases it was quite serious, but no 
cause was sought in terms of sorcery, or violated 
taboo, or the spirits. Africanists clearly need to 
wonder whether they have been blinded by studies of 
witchcraft and spirits to any significant number of 
unexplained cases, in which illnesses “just happen”. 
Indeed Eva Gillies, in a very interesting recent article, 


has re-examined materials on both the Ndembu and 
the Azande to argue that natural causes of serious 
illness are much more important in both societies 
(and in her own field research on the Yoruba) than 
studies on African religion would lead us to believe 
[3]. Evans-Pritchard, for example, put to one side 
illnesses (including smallpox, sleeping sickness, and 
cerebrospinal meningitis) which Azande did not 
explain in terms of witchcraft and sorcery because 
these afflictions were irrelevant in the context of his 
analysis. 

Lewis pays the cost, however, of defining medicine 
autonomously, rather than following the contours of 
Sepik thought. In spite of his recognition of the new 
illness cause, his conclusion on change in medical 
knowledge is essentially negative. Since the Sepik 
have no medical system, he argues—no department of 
knowledge associated only with sickness—it is diff- 
cult if not impossible for them to collate new medical 
information [5, pp. 246, 251]. Lewis is unable to pre- 
dict any clear relationship between clinical conditions 
and folk etiology, because any one of several causes 
might lead, in Sepik thought, to a single effect. In 
Lewis’s case studies, one folk diagnosis of cause 
appears casually to follow another, with no compre- 
hensible order. Lewis’s book presents us with a mirror 
image of the illness process in Victor Turner’s The 
Drum of Affliction [6]. Partly because of the character 
of the central case, illness appears to have little inde- 
pendent biological reality in Turner’s book, where it 
is described as a crucial stage in a social drama; for 
Lewis, sickness is an independent biological reality 
which provokes people to examine their social rela- 
tions. In spite of Lewis’s subtle analyses of the mean- 
ings of the spirits, and of Sepik ideas about pathologi- 
cal process, he is ultimately unable to understand the 
logic of the quest for therapy in his detailed cases. He 
concentrates his analytical skill so powerfully on 
Sepik intellectual understanding of causation that he 
sees wild fluctuations in diagnosis as casual results of 
the absence of a medical system, rather than as a 
search for social consensus, for a socially acceptable 
cause of illness. 

The existence of two diagnostic systems—one based 
on the sufferer’s physical signs and symptoms, the 
other based on his or her social position—makes it 
impossible for an observer to predict the diagnosis in 
the many hard cases. Easy cases, in which the chain of 
diagnostic logic can be reproduced, are those at either 
pole on the social—physical continuum. Some physical 
conditions are clearly identifiable irrespective of social 
circumstances ; some conditions of social conflict have 
so clear an outcome that any symptoms within a 
range will be diagnosed in the same way. But where 
both symptoms and social circumstances must be 
taken into account, no one logical chain of diagnosis 
can reproduce the way decisions are actually made, 
for the logic of symptoms and the logic of social cir- 
cumstances run on parallel tracks, without ever con- 
verging, so that the diagnostician (whether diviner or 
family therapy manager) must leap from track to 
track. Even then the ease of simulating diagnostic 
reasoning is overemphasized, for the exercise of clini- 
cal judgment, even when based solely on physical 
signs and symptoms, often involves a creative act of 
organizing ambiguous information. 


Change in African therapeutic systems 


It is revealing to consider Lewis’s understanding of 
“the West” (in this case England), against which Sepik 
medical knowledge and practice are measured. Rod- 
ney Needham has shown that in cultural translation 
the foreign culture is not the only object of study; one 
returns inevitably to examine one’s own culture [7]. 
Lewis, in recalling the evolution of English medicine, 
conjures the spirit of Thomas Sydenham, the seven- 
teenth-century physician [5, p. 147]. It was Sydenham 
who insisted on the uniformity and predictability of 
disease, so that causation could be studied systemati- 
cally. As Lewis sees it, this led ultimately to a change 
in the meaning of “medicine” from the treatment and 
study of humankind in conditions of disorder, to the 
treatment and study of disease as a thing. The Sepik, 
according to Lewis, hold a conception closer to pre- 
Sydenham medicine. 

Lewis’s comparison of Sepik medicine with Syden- 
ham’s medicine brilliantly illuminates one point 
(about the general character of medical reasoning) 
while obscuring others. The main difficulty results 
from the comparison of the thought of science (here 
one scientist) with that of an entire society. In order 
to complete the comparison we would need to ask 
who the scientists of the period were, as opposed to 
those who practiced astrology, or witchcraft, or re- 
ligion. We would especially need to find out why 
Sydenham’s view was ultimately accepted in England, 
and why it has come close to holding a monopoly on 
the treatment of illness. Lewis, who is basically not 
interested in change, gives a magnificant analysis of 
the pattern of medical knowledge. To move the analy- 
sis further in the study of change, we would need to 
know how knowledge is rooted in social organiza- 
tion—the relationship between spirits and social 
groups, and the nature of social patterns of sorcery 

Two rules of thumb have emerged so far for des- 
cribing African medical systems so as to make sense 
of culture change: first, the field of misfortune must be 
defined independently of a society’s own definitions of 
cultural domains, so that all systems of explanation 
are examined, and not merely a single dominant or 
coherent one; second, the systems of explanation 
must be examined in the context of social action. 
Both of these rules are followed by Keith Thomas in 
an enormous book on the decline of plural systems of 
healing, and of explanations of misfortune, in seven- 
teenth-century England [8]. Once again it is necess- 
ary to move away from Africa in order to return, 
hopefully with greater understanding. Seventeenth- 
century England is an important subject for students 
of modern African medicine because it saw decisive 
stages in the movement away from pluralistic healing. 

In the early seventeenth century a person who fell 
ill could pray to God, could take common sense folk 
remedies, consult a cunning man or wise woman spe- 
cializing in magical healing, an astrologer who con- 
sulted his table of the heavenly bodies, or a physician. 
Much as in African medicine, most practitioners also 
dealt with problems other than illness. Astrologers 
gave advice to shipowners on whether to insure ships, 
to young women contemplating marriage, and to 
military leaders planning battles. Cunning men 
offered gambling magic. In fact some men used prayer 
to achieve success in gambling, although this was 
frowned on by the orthodox. No simple correspon- 
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dence, however, tied each type of healer tightly to a 
single explanatory framework. Cunning men, who 
practiced magical cures, also treated those struck by 
witchcraft. Astrologers made magical medicines. In 
each explanatory sphere the seventeenth and early 
eighteenth centuries, according to Thomas, saw major 
changes. Religious ideas of providence, especially 
those of the established Church, did not disappear but 
left a greater part of every day life to be explained by 
natural causes. Witchcraft prosecutions, which were 
very frequent through much of the seventeenth cen- 
tury, disappeared altogether in the early eighteenth 
Almanacs changed over a Copernican system. 
Gamblers and insurers began the systematic investi- 
gation of probabilities, instead of counting on astro- 
logy or prayer. 

One important lesson of this analysis is that 
“modern medicine” in Africa, as in England, is not a 
full substitute for “traditional medicine”. A part of the 
traditional healer’s role must be taken over by non- 
medical institutions for coping with misfortune 
whether they are insurance companies, or savings 
banks, or more efficient and popularly accepted 
methods of fighting fire, or of predicting the weather 

It is impossible to understand the social process of 
change in a pluralistic medical system without knowl- 
edge of how people actually use multiple therapies 
and explanations of misfortune. Keith Thomas’s 
book, along with other works on English medicine o 
the period, suggests a rough process of selection 
according to the patient’s class or place of residence 
Wealthy city-dwellers were more likely to consult 
physicians than their poorer neighbors. Apothecaries 
cared for a middle and lower stratum of the popula- 
tion [9]. Cunning men and wise women were sought 
out more frequently by uneducated country dwellers 
Even if these generalizations could be stated with pre 
cision they would leave the student of medical change 
with a problem, for the channeling of patients to the 
appropriate practitioners was by no means automatic 
The poorest people in London sometimes attend 
the dispensaries of the Royal College of Physicians. In 
addition, a patient who was dissatisfied with one 
treatment could seek out a different one, informed by 
an antithetical theory of disease. Alan Macfarlane, in 
Witchcraft in Tudor and Stuart England, reports the 
case of a sailor who landed at Ipswich in 1582 to find 
his daughter very ill [10]. He took a sample of the 
girl’s urine to a physician to ask whether she had been 
bewitched. “The latter replied ‘that hee woulde not 
deale so far to tell him’, so, ‘not satisfied to his minde’, 
the sick child’s father went to a local cunning man, 
who confirmed that the child was bewitched.” 

Before examining more closely the processes by 
which change took place in England, it is important 
to turn back to the study of African medicine, because 
the seventeenth century record does not reveal with 
clarity how any ordered pattern of control could 
emerge when sick people shuttled among several 
kinds of therapy. Fortunately, John Janzen’s book, 
based on long and thorough field research in Lower 
Zaire, carries the idea of therapeutic pluralism to its 
appropriate conclusion in the study of therapy man- 
agement [2]. Janzen works from a broad definition of 
the universe of misfortune; he finds a wide range of 
explanatory theories and therapeutic institutions. 
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Herbalists, magicians, and practitioners of Western 
medicine all offer therapy. Other cures take place at 
clan meetings, still others at rites of purification and 
initiation, whether organized by Christian movements 
or by more narrowly local ones. Prophet-diviners 
play a role in several settings. The diversity of thera- 
peutic forms lends itself easily to the study of culture 
change. But it also requires a mechanisms for cultural 
continuity, and for choice. If therapeutic and explana- 
tory systems are pluralistic, no one practitioner has 
the ultimate authority to decide on the diagnosis, save 
occasionally and in a limited sense the diviner. 
Janzen focuses on the therapy managing group, 
composed mainly of the sick person’s kinsfolk. In the 
absence of clear lines of professional authority, lay 
therapy-managers decide on each stage of the course 
to be followed. Janzen describes six cases in detail, 
with each one progressing through a complex course 
of therapy, moving from hospital to magician, from 
magician to clan reunion, and then to a healing cult. 
In this pluralistic system, choice is in the hands of the 
therapy managing group—those people who know 
the patient best, even though they normally have no 
specialized knowledge of disease or therapy. 
then, two mechanisms for selection 
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among alternative therapies lead to two processes of 
Nange in patterns of health care. The first mechanism 

which each segment of the population 

by class, education, place of resi- 


whether defined 
dence, or religion—tends to choose its own appro- 
priate kind of therapy. If one segment grows more 
rapidly than others, its preferred therapy will carry a 
heavier weight in the health-care system. Lloyd 
Swantz has shown, for example [4, p. 212], that when 
people from the countryside around Dar es Salaam, 
in Tanzania, move to the city they begin to attribute 
more of their illnesses to sorcery, even though in the 
country they had attributed more to spirit possession. 
Enormous growth of the urban population, which is 
now under way in Dar es Salaam, therefore leads to a 
general shift away from communal spirit rituals. The 
second mechanism for choice, selection by therapy 
managers among a number of alternatives all in active 
use, Suggests a more complex pattern of change. The 
crucial element is the managers’ changing perception 
of threats to health and of the changing efficacy of 
competing therapies. In many of the African cases the 
two processes of change overlap. Migration, for 
example, leads to change in the organization of the 
therapy managing group, which in turn arrives at new 
threats to health and the balance 
among alternative therapies. 

The two bodies of literature, on England and on 
Africa, point to differences in the range of therapeutic 
alternatives remaining in use in any one case of dis- 
ease. Historians of England usually assume that each 
individual selected one dominant or preferred therapy 
within a plural system, whereas the most convincing 
African accounts describe individuals continuously 
shuttling among multiple therapies. This appears to 
have been a real difference which needs to be verified 
through a more systematic study of cases, for vari- 
ation in the sources of knowledge may lead to over- 
statement of the contrast. Our knowledge of English 
medicine is based on written sources which are weak- 
est for the lowest classes. Knowledge of African thera- 


assessments ol 


STEVEN FEIERMAN 


peutics is based on actual observation of patients who 
are mostly either peasants or the urban poor. Never- 
theless, the wide range of resort in African cases as 
contrasted with the narrow therapeutic range avail- 
able to individual Englishmen is convincing enough 
to need preliminary explanation. 

Fortunately, a magnificently rich account of actual 
seventeenth century English therapeutics has just 
been completed, enabling us to identify the size and 
composition of the therapy managing group as a 
crucial difference between England then and Africa 
now. The new work is a history of madness in seven- 
teenth century England by Michael MacDonald, 
based on an examination of 2000 case records of the 
mentally disturbed patients of Richard Napier, an 
astrological physician who practiced in rural Buck- 
inghamshire between 1597 and 1634. In about 10% of 
these cases an intermediary came for help in place of 
the disturbed person [11]. The picture which emerges 
both from the identity of the intermediaries, and from 
the accounts of emotional crises, is one of intense 
concern for members of the immediate nuclear family 
and remoteness’ from other kin and neighbors. The 
African picture, whether drawn from Janzen or from 
more general works on kinship, is of a wide circle of 
kinsfolk helping one another in distress and deeply 
involved in one another’s emotional lives. This differ- 
ence between narrow English and broad African as- 
sistance patterns helps to explain the contrast 
between narrow and broad ranges of therapeutic 
alternatives in individual cases of disease. A single 
household in either place is much more likely to have 
a clear identity in terms of class, rural or urban resi- 
dence, and religion than an extended network of kins- 
folk. The extended network is most likely to cross all 
these lines in a period of great social movement and 
therefore to have members with a wide range of ther- 
apy preferences. Gordon Lloyd Chavunduka, in a 
very interesting study of therapy management in an 
African township in Salisbury [12], shows that 
neither the educational accomplishments nor the in- 
come of the patient have any impact on the choice of 
therapy because the therapy managing group includes 
members at all educational and income levels. Thus, 
the contrast between the narrowing of therapeutic 
choice in any one illness in England and the greater 
breadth of choice in Africa is partly a consequence of 
differences in assistance structures. Therapy choices 
might well narrow in those African cases where kin- 
ship networks are more homogeneous in class, re- 
ligion and education. 

This emphasis on the structure of care-giving as it 
relates to broader demographic and class changes is 
an essential corrective to a history of therapy based 
on scientific discoveries. It leads back to the question 
of why therapeutic choices narrowed in England of 
the seventeenth and eighteenth centuries, and of the 
lessons to be learned for understanding African thera- 
peutic change. 

Both of the major varieties of change from below 
took place in England—change in the nature of the 
population, and change in lay perception of thera- 
peutic needs. Through the seventeenth and eighteenth 
centuries the population of the cities, and especially of 
London, grew rapidly, so that through the period 
London began to play a qualitatively different role in 
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the life of England. At the same time, the middle class 
of London grew rapidly. Both these changes shifted 
the balance of therapeutic preference. By the seven- 
teenth century the residents of London had rejected 
the therapy of cunning men for several centuries [ 13], 
so that an expansion of the city was equivalent to a 
decline in the role of cunning men. The middle class 
overwhelmingly resorted to apothecaries and phys- 
icians. Even with a relaxation of licensing, the chang- 
ing class structure of the city brought a great demand 
for drug-based therapy [9, p. 177]. 

Along with this shift of population, the Reforma- 
tion and the religious conflicts during the English 
Revolution led to a reconsideration of religious expla- 
nations of illness and misfortune at all levels of 
society. As Christopher Hill shows in The World 
Turned Upside Down [14], lower class thinkers 
created materialist philosophies of their own. Radical 
currents of thought, many of which had roots in 
popular scepticism before the seventeenth century, 
emerged fully during the revolutionary years between 
1640 and 1660, when they were tested in politics as 
practical programs, defeated, and once again driven 
underground. The economic and political ideas of the 
radicals are irrelevant here. It is clear however that 
radicalism in popular thought extended to concep- 
tions of causality, whether based on sin or on science. 
Radicals refused to accept the notion that the sinful- 
ness of the lower classes led to disorder, requiring a 
strong government and a _ vigorous. established 
Church. Once sin was seen as a doctrine necessary for 
social control, its very basis as an explanation of mis- 
fortune was questioned [14, pp. 121-33]. The 
emphasis in the sects of the period on individual ins- 
piration and personal interpretation of the Bible led 
to conflicting interpretations of the Bible’s word, and 
ultimately to more intense scepticism. The hero of 
Hill’s book, the cowherd and hired laborer Gerrard 
Winstanley, saw the whole of creation as “the clothing 
of God”. Given the spirit of Christ within, “man needs 
no other preachers but ‘the objects of creation,’ the 
material world”. The way to understand God, then, in 
Winstanley’s view, was through natural science [14, p 
234]. 

Hill does not argue that either materialism, or the 
religiously inspired forms of radicalism, permeated 
the entire population. He focuses especially on mas- 
terless men, whether vagabonds, craftsmen, itinerant 
traders, or forest-dwellers, as the most radical seg- 
ment of England’s population. Even among these (as 
among the elite) the most interesting thinkers were 
not necessarily the most representative. But it is clear 
that popular thought was undergoing significant 
change, at least among some parts of the population. 

At the same time the established Church was itself 
trying to move disease and mental disturbance out of 
the spiritual realm. Rejection of exorcism and of 
magical Church rites had begun before the seven- 
teenth century. But the movement was speeded along 
its path by the religious disputes of the Civil War, 
which demonstrated the revolutionary potential of 
uncontrolled divine inspiration. As MacDonald has 
shown, the mechanical philosophy was attractive to 
leaders of the Anglican church because it was consis- 
tent with a social world free of popular radicalism. 
Natural science served as an alternative to religious 
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disputes. MacDonald quotes Thomas Sprat who 
wrote that the natural philosopher “is truly 
acquainted with the tempers of men’s bodies, the 
composition of their blood, and the power of fancy, 
and so better understands the differences between dis- 
eases and inspirations” [11, p. 420]. Spiritual or 
supernatural explanations and treatments of disease 
or mental disturbance were challenged because of the 
intense questioning of conflicting religious ideas 
as they supported competing political positions. 
The questioning and the rejection went on at 
both the highest and lowest reaches of society. 
This does not mean that most seventeenth century 
sufferers were materialists. What it means is that 
natural interpretations were encouraged~- by 
those in control, and supernatural interpretations 
thrived as fringe positions, tied to particular 
groups, without the recognition of society’s central 
institutions. } Canes 

The changing balance of therapeutic alternatives in 
England can be analyzed either in terms of local 
events, with the Civil War and religious conflict play- 
ing a major role, or in terms of trends perceived 
across Europe and later in the Third World, in which 
therapy fits into a broader pattern of the seculariza- 
tion of society. The culmination of the process took 
place at the end of the eighteenth century. Michel 
Foucault shows in a brilliant intellectual history of 
the transformation of European medicine [15], t 
the crystallizing event in the creation of modern medi- 
cal perception was the organization of the treatment 
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of the poor in clinics at the end of the 
century with both care and medical teaching focusing 
on the course of separate diseases. Only then was 
knowledge of disease based on clinical experience sys 
tematized. 

Picturing the birth of the clinic as the culmination of 


a process of secularization, however, leads to a misun- 
derstanding of the changes involved. “Secularization” 
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defines a process in which patterns of action which 
had been part of the sacred domain shift to the non- 
religious or lay domain. In the case of therapy, re- 
ligious treatments declined in importance, while medi 
cal non-religious treatments rose. The problem with 
this interpretation is that two other processes took 
place concurrently which are not accounted for by 
the movement from religious to non-religious. First, 
»| 


leo 
ICLdal 


over the long run physicians established a 
monopoly over medical care. Thus, what was at stake 
was not merely the shift of healing out of the domain 
of religion, but an intensification of centralized con- 
trol of private behavior, and the creation of a particu- 
lar form of professional authority. Second, as Mere- 
dith Turshen has shown [16], the essence of clinical 
medicine was (and is) the treatment of the diseased 
individual, rather than the ensemble of social rela- 
tions. The individualization of treatment was by no 
means essential for rationality, or scientific care, or 
for the movement away from religion. In fact, recent 
studies show that before 1900 medical care based on 
the clinical method did virtually nothing to reduce 
mortality in England. The rise of population can be 
attributed to changes in nutrition, and to public 
hygiene—precisely the social measures neglected by 
the clinical form of secularization [17]. A reasoned 
and empirical response to the efficacy of therapy 
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should have led to a wholesale rejection of physicians 
and of clinical medicine. 

A return to the seventeenth century, however, does 
not reveal an Eden of social medicine preceding the 
fall. Two disturbing vignettes appear. One is of the 
members of the Royal College of Physicians—an in- 
stitution whose raison d’étre was control of epide- 
mics—fleeing London during the plague year of 1665 
[18]. The second is a village witchcraft accusation. 
According to Thomas the great outburst in witchcraft 
accusations during this period was a result of the de- 
cline of village institutions for the care and assistance 
of neighbors in need. Population pressure, along with 
the commercialization and specialization of agricul- 
ture, reduced the access of the very poor to village 
resources. The Poor Law gave overseers of the poor 
responsibility for providing assistance which had pre- 
viously been given informally within the village. 
Widows and the elderly felt they still had the right to 
the old kinds of assistance, while those in a position 
to help felt they had been relieved of responsibility by 
the new institutions. Threats of witchcraft gave power 
to those in need: witchcraft accusations restored con- 
trol by those threatened [8, pp. 669-80]. 

This analysis is powerfully suggestive for the study 
of African therapeutics. The emergence of capitalist 
relations of production in both countryside and city, 
the growth of population, and rapid urbanization 
have changed the social care of illness—and therefore 
the content of therapeutic choices—in two major 
ways. First the kinship groups which tend to provide 
therapy management have diminished in inclusive- 
ness, and have become less capable of unified action 
over the past hundred years. This much is clear in any 
of the well-documented instances of ethnic groups 
involved in the mainstream of national economic life: 
the Kikuyu, for example, or the Ibo. The Kikuyu 
lineage in 1885 was more unified spatially, more uni- 
form in the economic activities of its members, and 
more clearly subject to the authority of group leaders 
than it is today. This does not mean that today rela- 
tives leave off caring for one another. Quite the oppo- 
site. But as in England after the decline of manorial- 
ism, the dissolution of a unifying local institution 
leaves some marginal people without care. In Eng- 
land, these were the widows and elderly accused of 
witchcraft. In Buganda in the 1960's they were people 
living alone, experiencing serious health problems, 
with no relatives or neighbors to provide care [19]. In 
my Own research in northeastern Tanzania, they are 
the widows of middling years and the divorcees who 
occupy marginal positions in the structure of local 
groups. They are also people in the cities who have 
broken ties with rural homes without fully construct- 
ing a new network of caregivers. People cut off from 
their relatives in the nineteenth century joined new 
kinship groups as slaves. Today an isolated person in 
need of care can seek help from a religious institution, 
or be given individualized treatment in a government 
clinic. 

The second change in the social care of illness, 
closely related to the first, is a reduction in the scope 
of the therapy managing group’s control over the fun- 
damental conditions of existence of its members. This 
is necessarily the case, as a result of the changing 
spatial distribution of kinship groups, and the chang- 
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ing scale and character of economic production. In 
the nineteenth century the scale of the group which 
assisted in serious illness—the unit of social welfare 
—was not enormously different from the scale of the 
unit of production. The kinsfolk who lived near one 
another farmed together, or herded together, and also 
took care of one another in illness. Members of the 
unit of social welfare were therefore likely to be able 
to exercise some control over the basic conditions of 
life and work of the person they were helping. The 
sick person’s daily farming schedule, household life, 
and daily living conditions could all be influenced by 
those who were providing therapy. Of course there 
were exceptions to this pattern of intimate control 
over both production and therapy. There were large 
units of production, like the plantations of Zanzibar 
or of the Sokoto caliphate-and some conditions were 
beyond the control of any kinship group: epidemics, 
warfare, exactions by political leaders, and market 
conditions. But still the members of the social welfare 
unit were likely to have influence over a wider range 
of the basic conditions of life for members than their 
successors would in the twentieth century. 

The much greater spatial dispersal of close relatives 
in the twentieth century, with some living in large 
cities and some moving off across the countryside, 
combined with the increase in occupational differen- 
tiation, and in the degree of alienation of social pro- 
duction, mean that many of the most basic conditions 
of life, which affect the health and well-being of each 
individual, are beyond the control of those assisting in 
social welfare. Often the crucial conditions are 
beyond the comprehension of care-givers. Can the 
peasant truly understand the difficulties his kinsman 
the bureaucrat is experiencing in the office? Can the 
schoolteacher influence the working conditions of his 
kinswoman the factory worker? Since they cannot, 
the comfort and help they can give are more limted in 
scope than they might have been a hundred years 
earlier. Today’s help, however, must be treasured. 

In this picture industrialization and the commercia- 
lization of agriculture, which are often taken as signs 
of increasing mastery of the environment, are seen as 
movements in which the managers of therapy lose 
some of their control over the social environment of 
health. A hundred years earlier, they would have been 
able to decide that farming in a particular spot, or a 
particular manner, or on a particular day was un- 
healthy, and not to be done. Now a factory manager 
or plantation manager could decide when and where 
to work; and even for the smallholder pressure on the 
land reduced his options and sent his care-giving rela- 
tives to distant places. This is not to say that the 
health environment was beyond some _ ultimate 
human control, but simply that it was beyond the 
control of workers, or of the unemployed, or of small 
rural producers. It was also beyond the control of an 
autonomous or rationally ordered science of medi- 
cine. As Meredeth Turshen has shown in her stimulat- 
ing comparison of the political economy of health in 
Tanzania and Britain [6], an autonomous and 
rational science would have brought nutritional ser- 
vices to colonial Tanganyika first (but these were vir- 
tually non-existent), then services providing preven- 
tive medicine and public hygiene (these were small, 
isolated, and impoverished), and then curative ser- 
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vices only as a minor afterthought. In fact, the 
rational and scientific order of priorities was reversed 
because of the structure of the profession in the 
metropolis in which it was equally distorted and 
irrational. The profession of medicine was autono- 
mous only within a set of constraints emerging from 
the larger distribution of power and property. In 
other words, once the social control of misfortune is 
raised to a larger level of scale, it is organized accord- 
ing to the imperatives of the dominant classes within 
the larger society. 

Contemporary African therapy must thus be under- 
stood within the context of capitalist relations of pro- 
duction, which have decreased the extent to which 
caregivers can influence the daily working lives or 
intimate living conditions of the sick. No systematic 
theory of the relationship between the content of ther- 
apy and the character of the economy is proposed 
here, but a few examples will illustrate possible lines 
of explanation. The Yoruba Aladura churches of 
Nigeria exhibit a fascinating juxtaposition of theory 
and practice. According to the central explanations of 
misfortune the individual and his or her family are 
able to avoid disaster only through their own faith, 
and by adhering to the absolute rules set by a distant 
God. Disease, according to church doctrine, is the 
result of sin and lack of faith; healing can come only 
through prayer. J. D. Y. Peel, in his magnificent de- 
scription of Aladura [20], writes that in this religion 
“mortality comes to be thought of as conforming to 
rules, and moral decision becomes the application of 
a general rule to a particular situation. This view of 
morality ...is peculiarly appropriate for industrializa- 
tion [20, p. 299]”. Peel goes on to show the parallels 
between Aladura and English Puritanism. 

Along with the sense that the rules are set in 
regions beyond control, comes the strength of the 
spiritual and therapeutic community within the 
church, through praying bands, revivals, and church 
societies. The organization of the church creates an 
intimate sense of community. Thus the ultimate im- 
personality of the intellectual system (except for the 
role of sin and prayer), is combined with the creation 
of new forms of community to replace the pre- 
colonial community in which production and welfare 
were more closely harmonized. 

A great strength of Peel’s study is that he carefully 
specifies the social position of church members. The 
Aladura churches are congregations of clerks, arti- 
sans, and traders. Peel’s example leaves the descrip- 
tive study of African therapeutics with one new rule of 
thumb, essential for studying therapeutic change. In a 
pluralistic setting we need to know about variation in 
therapeutic practice and knowledge as it relates to 
occupation, to age and sex, to education, to urban or 
rural residence, and to religious affiliation. This seems 
an obvious rule, but unfortunately studies of variation 
within particular societies are infrequent. The diffi- 
culty of cultural translation has led with rare and 
fortunate exceptions to a form of ethnographic 
reporting which assumes that all members of society 
share a single set of assumptions about the nature of 
misfortune. 

In contrast to Aladura, in which an individual's 
own sins lead to suffering, among the people studied 
by Lloyd Swantz in Dar es Salaam, it is the power of 
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one’s enemies in a world of competing individuals 
which leads to misfortune. The great frequency of sor- 
cery attributions in town (as opposed to possession by 
spirits in the countryside) reflects the striving of com- 
petitors for advantage in the city, where indivudals 
contract with employers for jobs or with landlords for 
housing, and where there is simply too little to go 
around. The sorcery is by neighbors or acquaint- 
ances—only rarely by kinsfolk. The dichotomy 
between sorcery in town and spirit possession in the 
countryside is in some cases a reflection of the context 
of two activities for a single set of people, rather than 
a complete ch nge in people’s lives. Rituals are easier 
to organize in the countryside, so that some city 
people return to their rural roots for communal ritual 
therapy. This cannot heip but be reflected in the indi- 
vidual’s understanding of the world, in which the city 
must become the place of individual competition, 
while the countryside would assume the benevolent 
aspect of communal cooperation. This analysis would 
be clearer and more convincing if we knew which 
segments of Dar es Salaam’s population tend to fre- 
quent medicine men, and among those, which fear 
sorcery. 

The examples could be multiplied endlessly. In the 
areas surrounding the sisal plantations at the foot of 
the Usambara mountains in northeastern Tanzania, a 
set of explanations of misfortune has grown up focus- 
ing on spirits which represent capricious economic 
forces (the spirit of a brutal plantation owner, or a 
well-known trader, or of a machine). At the same 
time, there has been a decline in the importance of 
ancestor spirits who had been described as controlling 
the regular reproduction of the kinship economy. But 


in this case as in Aladura, a fortunate disharmony 
] 


>/ 


exists, between the individual as an isolated producer 
and the therapy managing group as a vital collective 


helping institution. In the three cases described, illness 
is not attributed to a disturbance of the network of 
The illness is caused by the indivi- 


social relations 
dual’s sin in the first case, by his neighbor’s sorcery 
attack in the second, and by a capricious spirit in the 
third. The common sociological picture of relations 
disturbed and restored does not, for the most part, 
apply. Yet it is the social network which comes to the 
individual’s assistance in his or her time of helpless- 
ness. In some instances I have studied in Tanzania, 
the very fact that a therapy managing network can be 
spread across town and country, spread among farm- 
ing, bureaucratic, and factory occupations, leads to a 
balancing of resources. The peasant farmers provide a 
place for their city relatives to retire to when sick or 
old, and the bureaucrat provides cash to help with the 
peasant’s illness. This does not impede the emergence 
of class differences, or eliminate the ultimate problem 
of reduction in control over the daily working and 
living environment. But the comfort of group assist- 
ance, and the vitality of the private kinship-based wel- 
fare system, must be given full weight. 

All this does not leave us with a systematic theory 
of change in African therapy. It is clear that very little 
indeed is known of the facts to be explained by such a 
theory. But this selective review of literature has 
revealed some of the tendencies to be explored, as 
well as strategies of exploration. The universe of mis- 
fortune must be defined initially from the outside, 
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without reference to indigenous definitions of 
domains. All explanations and all therapies for deal- 
ing with misfortune within this universe must be 
viewed together, with note taken of the introduction 
of new explanations or therapies, and constraints on 
the use of old ones. Variation in individual or group 
knowledge, conviction, or practice must be examined 
systematically, including the relationship between the 
nature of misfortune and the controllability of pro- 
ductive processes or basic conditions of life. Special 
attention must be given to the organization of the 
therapy managing group as it is either tied to or 
separated from processes of production, as it helps the 
indivudual to interpret his or her condition, and to 
establish an intimate sphere within which control is 
possible. Only once therapy is examined within the 
larger context of changing economy and demography 
will a full theory of change in African medicine be 
possible 
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fundamental methodology of African history. It derives from the observation that it is extremely diffic 


This article advances two different types of argument. The first is general and attaches to the 
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to learn much reliably about intellectual history in tropical Africa and that this is largely because of the 
ervasiveness of manipulation, both conscious and unconscious, in the sorts of data typically available 
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(for example those relating to formal religious practices) through the 
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nates the methodology which underpins the first, ge 
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about intellectual history 


PART I 


The material and intellectual aspects of a society are 
the warp and weft of its historical canvas. Both are 
equally essential and they are mutually interdepen- 
dent. In studies of “traditional” but contemporary 
societies, the intellectual aspect is notoriously the 
most difficult to grasp convincingly and this is even 
more the case in historical work where there are even 
more daunting problems of evidence. In a 
study of the Kuba people of Zaire drawn from what 
must be one of the most extensive bodies of historical 
cultural data collected for any African society, Pro- 
fessor Vansina wrote a whole chapter in order to 
stress this point. His conclusion poses concisely the 
underlying problem I want to consider: 
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.. little can be retrieved concerning religious history and 
indeed the whole intellectual history of the Kuba. The his- 
torian must face the implications of this... it is the state of 
much of the precolonial history of Africa. And I must draw 
attention to this debility of our reconstructions... this par- 
ticular lack of knowledge will remain a weakness in early 
African history. And we need to be reminded of that when- 
ever we contemplate trends that are the product of ignor- 
ance about both a multitude of events and the motives 
behind the actions [2]. 


This situation has ramifications for the colonial era 
also because if we are to be able to make best sense of 
that stream of events, we require good data about 
both sides in the encounter. The alternative is to pre- 
sume that we may reasonably infer African motives 


285 


nera 


msctan 
ImsStal! 


ther 
tempting 
! white 
lution 
iemon- 
eties viewed in 
their aspects t 
) immediate or 
1eed in mind that I 


tive suggestion than as a confident solution. I want to 


suggest that beyond its intrinsic > study of 


pluralistic medical systems may present a unique, well 
S 


ign-posted and I[ think under 
: 

standing African intellectual ! 

In the course of doing my other fieldwork, | 


KNOW 


herapeutic practice 


had 
a littl 


ALLIC 


come to 


about healing cults and other 
ly. My 


intensified when I went to visit the archives in Rhode- 


but only casually interest 


sia. There I obtained a copy of a rare book of cultural 
material collated in the 1890s by a French missionary 
from Lozi informants under favourable conditions 
[3]. I read it with mounting excitement, for time and 
again I came across (in recognizable forms) proverbs, 
stories, explanations of misfortune, symbols whose 
present day significance I knew. Given fhe other enor- 
mous turbulences of the colonial experience, the fact 
of any cultural expression persisting is remarkable 
enough. What intrigued me, however, was the dis- 
covery that it was in the context of affliction and its 
relief which included magic and divination—those 
relished ethnographic morsels—that the historical 
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data made it possible to build up the clearest picture, 
thus to enter in detail into the Lozi cosmology of the 
late nineteenth century and therefore potentially to 
make the fullest study of the fundamental elements 
that persisted over time. 

I must justify the preceding sentence. It is founded 
upon four assumptions which I think we can make 
and defend and which underpin the main methodo- 
logical suggestion of this paper, namely how evidence 
about contemporary therapeutic practice may per- 
haps be usefully employed to historical ends. For clar- 
ity, the four assumptions stated baldly are these: 


(a) People place a higher priority upon feeling that 
they understand and control a given situation 
than upon actually doing so. Sometimes the two 
goals coincide, but not always. This assumption 
has a behavioural consequence which is useful to 
historians: people tend to favour familiar idioms 
over unfamiliar ones to express things which they 
consider to be very important. 

Occam’s Razor should be applied to historical 
explanations and, in the context of all the relevant 
data, the simplest explanation is to be preferred. 

In seeking to identify those very important 
things—the “core concepts” of a society—men- 
tioned in (a), the universal property of perceived 
affliction rapidly to become a dominant concern 
until relieved means that recourse is_ swiftly 


made to what is considered to be most reliable, . 


which lies in those “core areas”. 

“Core areas” do not behave or appear the same in 
societies dominated by a scientific way of thinking 
and those that are not 


These assumptions rise from different sources: (a) is 
an observation about human nature; (b) is a meth- 
odological premise; (c) is like (a); (d) is a bit more 
abstract, although the ways in which we can employ 
the other three really hang upon what we take it to 
mean. In the rest of this section, I shall look at each in 
turn. 

The first two assumptions converge to support the 
hypothesis that “core concepts” will tend to persist 
and will tend to retain their form. The difficulty with 
such a hypothesis is that it can be accused of circular- 
ity (core concepts persists; what persists are core con- 
cepts) and this may only be rebutted by separating 
convincingly the persisting sheep from the persisting 
goats, i.e. by using another criterion of “coreness”. 
Since there is no reliable way to know where such 
concepts may pop up—indeed, being so pervasive and 
therefore vulnerable, part of their defence may be 
their unpredictable location—we need a guide. For 
the historian of an African society, the best guide is a 
thorough working knowledge of the present day form 
of the society. In fact, I found that my studies of 
present day and past Bulozi were entwined in an ines- 
capable dialectic [4]. It is one of the rare privileges of 
the discipline that one has access to that tool, but 
experience shows that it is often unrealistic to expect 
historians to use it for to do so involves a long and 
arduous task. It was then that for the following 
reasons I began to wonder whether the study of thera- 
peutic practices was perhaps a short cut. 

When I first became interested in Lozi therapeutics 
I had read none of the comparative anthropological 
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literature. By 1977 when I returned to Bulozi, I had a 
clearer idea of what anthropologists in central Africa 
had said about cults of affliction. I was especially im- 
pressed by Turner’s work, Drums of Affliction, because 
it appealed to me to be able to read the case material 
myself and then to see exactly how Turner “cracked 
the code” of Ndembu rituals and extracted from them 
a defensible interpretation of the meaning of these 
powerful dramas within their social settings [5,6]. 
This work left two forceful impressions. First, was the 
way in which perceived physiological affliction was 
seen to have resonance in the social and cosmological 
spheres surrounding the patient. Potential disruption 
in the first was seen as a likely cause, and drawing 
upon the orderliness and completeness of the second 
provided remedy, restoring “normality”. In fact, it has 
been this same insight about the acute interaction of 
these “spheres” that has subsequently struck me as 
being among the most elegant characteristics of the 
best recent studies of African medical systems that I 
know [7-10]. 

The second impression was a consequence of the 
first. From an historian’s concern with why field data 
presented themselves in particular forms at particular 
moments in time, revealing a complex but historically 
comprehensible pattern of conscious invention and its 
unconscious side-effects, I had become increasingly 
suspicious of anthropological data collected without 
apparent awareness of these dangers [11,12]. But the 
way in which the case materials relating to affliction 
and its relief, whatever the mode of relief, bored so 
convincingly to the “core areas” of what really mat- 
tered to people in their view of the world as they 
sought the surest source for remedy, offered such 
studies the best defence against a charge of historical 
naivety. So here lies the third supporting assump- 
tion. 

Norms and beliefs about illness are everywhere cul- 
turnally “encoded”; the language of symptom and 
disease .is culturally “embedded” and this view under- 
lies the technique of The Quest for Therapy in Lower 
Zaire [10, pp. 7, 191]. But we may legitimately assert 
the converse of Janzen and Arkinstall’s proposition: 
The quest for therapy is about rectifying perceived 
abnormalities. Ipso facto, it refers back to the notion 
of “normality”; therefore the study of this process will 
serve us well in defining the core and peripheral areas 
of a culture (core areas are always within but not 
always conterminous with the area of “normality”. 
We are defended against the dangers of data manipu- 
lated to serve further ends [13-19] if we accept our 
third assumption which can be expanded thus: 
because people everywhere are concerned about afflic- 
tion once it is perceived and seek to be rid of it, and 
because, as the perceived level of affliction rises, this 
can rapidly become a preoccupation overriding all 
others (a point that Turner makes with particular 
effect) recourse is made to what is most reliable in the 
quest for remedy. The perception of reliability 
changes over time as the case history progresses and 
thus, as I have suggested, gives us a map of the core 
and peripheral areas of the entire cultural environ- 
ment. This offers a valuable specific pathway into 
intellectual history because of the simplicity of this 
assumption. So, in a Central African situation of 
medical pluralism which includes Western medicine, 
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each case history becomes in addition a single mi- 
nutely detailed guide to the perceived nature of a 
colonial interaction, an account from the “inside” 
[10, p. 220; 20-22]. 

Consciously or by default, all studies of this type 
adopt a stance on the question of how scientific 
thought and its material manifestations relate to other 
modes of thought and theirs. For example, it might be 
argued that my fourth assumption is incorrect, that 
there is no real difference because, patently, different 
modes of thought continue to live side by side in 
people’s minds, logically inconsistent perhaps but in 
practice harmonious because they all stand on the 
same continuum. This could be a reading of The 
Quest for Therapy in Lower Zaire, but I think that a 
logic then applied to give the conclusion of basic simi- 
larity would be flawed because it confuses two issues. 
It argues for organized incoherence in patterns of 
ideas but begs the question of why there is scientific 
thought at all. In any case, the authors of that work 
suggest a different intellectual framework for our con- 
sideration [10, p. 8;23]. Horton offered two central 
insights. The first helps to explain the tenacity of 
“core values” even under considerable stress as dur- 
ing a colonial experience as well as the organised 
incoherence of thought patterns. He distinguished low 
and high intensity situations in life and pointed out 
that we use common sense in low intensity situations 
and only mobilise theory when the stress mounts. It is 
then that the falsification of important beliefs is 
blocked. 

The fact that falsification is blocked is a third con- 


verging support for our hypothesis of the significance 
of persisting data and it means that we should be on 
the lookout for evidence of this happening. In fact 
ever since anthropologists began to think about other 
societies, the phenomenon has exercised them. Today 
we have the same range of choices as Frazer, Tylor 


_and Lévy-Bruhl between basically any “special” 
theory of primitive mentality or a “general” theory of 
how anyone blocks falsifiability. Tylor suggested 
several basic “intellectual conditions for the persist- 
ence of magic” which Skorupski has more recently 
labelled “blocks to falsifiability”: means whereby fact 
and theory lose their ability to collide [24,25]. Tylor 
saw the majority of the successes of magic which he 
regarded as a “sincere but fallacious system of philo- 
sophy” to be the result of “natural means disguised as 
magic” and/or an “incapacity to appreciate negative 
evidence”. Skorupski observed that both these blocks 
were the result of attitude since they could be 
removed by the experimental approach. I shall return 
to this point in a moment. Tylor also suggested a 
third and different sort of block: failure could be 
blamed on neglect of conditions or improper execu- 
tion of rites. Skorupski observed that this was a struc- 
tural block, deriving from the internal logic of the 
beliefs themselves. Recent thinking about the nature 
of scientific thought, especially in relation to ques- 
tions of human behaviour, show the sort of scope 
available for such blocks to operate and suggest 
motives for them [26-28]. However, the difficulty 
remains that demonstration of persistence does not 
explain differences which call up this blocking mech- 
anism in the first place. Why is not the experimental 
approach mobilised here, particularly when it is clear 


that in “low intensity” situations, non-scientific prac- 
titioners experiment all the time? [10, passim; 29]. 
Horton’s now famous answer is his second insight: 


... that in traditional cultures there is no developed aware- 
ness of alternatives to the established body of theoretical 
tenets; wheréas in scientifically oriented cultures, such an 
awareness is highly developed. It is this difference we refer 
to when we say that traditional cultures are “closed” and 
scientifically oriented cultures “open” [23, p. 155]. 


However, from one side, case studies like The Quest 
for Therapy show precisely that people within “tradi- 
tional” cultures can and do show awareness of alter- 
natives and employ those alternatives without slip- 
ping through the looking glass into a scientific world 
view. They do so freely where required in “low inten- 
sity” situations and shielded by selective blocks to 
falsifiability in “high intensity” situations. From the 
other side, work like Kuhn’s suggests that scientifi- 
cally oriented culture may be less “open” than it once 
seemed. But this is not an argument for basic simi- 
larity in modes of thought. The case studies and ana- 
lyses presented by Turner, Janzen and Arkinstall, 
Ngubane, Last and also in the appendices to this 
paper all suggest a different fundamental difference. 
The case studies reveal that whereas in scientifically 
oriented cultures, the concentric physiological, social 
and cosmological spheres of existence are sharply 
drawn and discrete so that activity in one need have 
no implication in others, in traditional societies the 
spheres are acutely interactive. Gellner has explained 
this vital contrast and the separation of the spheres in 
scientific culture as sign and effect respectively of the 
enthronement of truth as the primary judge of data. 
The real collision, he suggests, is between a world of 
interacting spheres in which we have a sense of inte- 
grated identity and a cold and remote world in which 
we are able to accumulate huge amounts of effective 
knowledge (i.e. knowledge which is testable and has 
predictive potential). His view has been sharply criti- 
cised as being romantic and lapsarian and I do not 
intend to discuss that now. I would merely observe 
that I fmd much merit in it for our present purposes 
because it helps us to organise some of the qualities of 
this “different difference”. Let me distinguish three 
[30]. 

The first has already been mentioned. When the 
different spheres of society interact, it is possible that 
many more aspects of society are involved in support- 
ing the accepted image of understanding and control 
in that environment. So core concepts (or “entrenched 
clauses” as Gellner called them) are more pervasive 
and, because an action or concept may reverberate in 
other spheres than its own, the converse of core con- 
cepts’ technically greater vulnerability is_ their 
greater importance for social definition than in scien- 
tifically oriented society. This should affect the way 
we examine a colonial encounter. Alerted, we find 
that for example the history of the primary colonial 
encounter in Bulozi was essentially the history of how 
the Lozi defended the core areas in their perception of 
their world which were in this case entangled with 
certain aspects of Lozi kingship. But exactly because 
core concepts are pervasive, the value of any means 
that may reliably lead us towards them and which is a 
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useful preparation for an approach on a broad front 
is all the greater. 

A second quality of traditional society underlines 
this point. It possesses a wider and more insistent 
definition of “normality” than a scientifically oriented 
society. This “normality” is moral in that it defines the 
social order and also cognitive in that by definition it 
requires no discussion. This to us superficially bizarre 
notion couples closely with the third characteristic 
which is that, in Gellner’s felicitous phrase, knowledge 
has no “diplomatic immunity”. In other words, the 
criterion of truth is only one among many and which 
criterion dominates in a given circumstance depends 
above all upon the circumstance. Each characteristic 
has specific implications for the historian. 

A “reserved area” of “normality” which requires no 
discussion sounds like one of the Mad Hatter’s prop- 
ositions. What it means for us in practice is two 
things. Firstly, that we must be prepared to accept 
that a “core area” may always remain for us a defined 
area of ignorance. An example would be Evans-Prit- 
chards’s explanation of what spirit (kwoth) was for the 
Nuer where he carefully circumscribed what his data 
could say, excluding the representation of transcen- 
dent meaning, but not thereby excluding it from the 
analysis [31]. Secondly, it lays stress upon phenom- 
ena which articulate abnormality and thus refer back 
to normality, sketching in the boundary by overstep- 
ping it. Affliction and its relief are probably the best 
phenomena of this kind. But there seems to me to be 
clear limits upon what is both semantically and con- 
ceptually possible. For example, a cult of affliction 
which defines a normal state seems to be a contradic- 
tion. Either it is not a cult of affliction, or it is not a 
normal state [32] 

Che implication of relativity among our criteria and 
the consequent malleability of our vulnerable data is 
more directly obvious and better documented, for this 
is the short explanation of how large scale invention 
and manipulation of evidence is possible and why we 


should be aware of it in assessing any field data. If 


this suggests the surface agitation which we should 
expect to find in our data, the two earlier implications 
suggest the likelihood of considerable long-term stab- 
ility in core areas [33]. 


So to summarise, if we accept the formulation of 


assumption (d) which I have sketched out, it suggests 
that the search for core areas in traditional societies, 
whether they appear as easily grasped ideas or sym- 
bols or only as delineated areas of ignorance, is rather 
important. This programme is supported by assump- 
tion (a) and facilitated by the consequence of assump- 
tion (a) which I suggested and, from another direc- 
tion, by assumption (b). The candidacy of medical 
systems as a vehicle for this search was elegantly sup- 
ported by assumption (c). Can it be put into practice? 

I suggest that there are broadly five types of histori- 
cal material which we may hope to gather about 
medical systems. Four are illustrated in existing litera- 
ture to which I have made reference. The first is the 


most common and is a straightforward description of 


different therapeutic practices from sources external 
to the phenomena and which therefore offer good 
chronological structure to the account. The second is 
less exploited and harder to obtain. It is the bio- 
graphical documentation of how individual healers 


acquired their medical cosmologies. The finest 
example of this is Janzen and Arkinstall’s account of 
the healer called Nzoamambu [10, pp. 161-4]: 

The third also originates from “internal” evidence 
but may with luck—which means with high quality 
archival data—be tied into an accurate chronological 
framework. It is a generalised account of disease cau- 
sation theories, of diagnostic logic and of a gener- 
alised pattern of which sorts of therapy seem to be 
appropriate to different degrees of intensity in con- 
cern. Ngubane’s book lacks the historical dimension 
but it is a lucid example of this sort of analysis pre- 
sented synchronically. The fourth has a limited time- 
depth within itself but by accumulation will even- 
tually create the best sort of archival source. This is 
the extended case history, valuable for reasons dis- 
cussed earlier. 

It is important to keep the categories of data dis- 
tinct in the mind because otherwise there is a danger 
of illegitimately matching questions to data lacking 
appropriate characteristics. For example, a recent 
consideration of cults of affliction in western Zambia 
attempted to project back into the past a structural 
analysis fashioned out of the first type of evidence 
with support from “group” scale evidence of the 
fourth type. The structural analysis offered excluded 
from its focus the transcendent aspects of such cults 
which therefore had no part in the suggested explana- 
tory pattern, i.e. it did not deal in defined areas of 
ignorance. Thus a combination of restricted flexibility 
in hypotheses with incorrect matching of data to 
question gave a solution at once too clear cut, exceed- 
ing some explanatory dimensions in the data, but also 
conceptually limited because it did not fully exploit 
others [34]. How this may be done constitutes a fifth 
type of material which I want to propose here. 

In essence, my thinking about it went thus: 
Extended case studies offer us superb illustration of 
the way that the spheres of existence interact. To find 
this evidence we read the material “horizontally” 
(diachronically, moment after moment), accompanied 
by the ethnographer who points out to us the salient 
features supporting the analysis as we encounter 
them. The actors thought and performed the material 
in this plane. But must the historians wait a gener- 
ation before they can use such materials—put them 
into the equivalent of an archive’s “closed period”? 
Can we not impress such material in our pursuit of 
the history of core areas? Perhaps we could do some- 
thing analogous to what Lévi-Strauss attempted to do 
in dissecting myths, namely, read the “horizontal” 
performance “vertically” (i.e. in a plane not accessible 
to the performer)? But we should not wish to make an 
arbitrary code. In the first instance, we might simply 
hope to isolate recurrent (and therefore arguably im- 
portant) themes, ideas and images. Then, on the logic 
that the “vertical” dissection of a “horizontal” per- 
formance protects us against superficial invention and 
that our assumption (c) about the unique status of 
affliction protects us against deeper invention, we 
might reasonably hypothesise that what is causally 
important in the quest for therapy points us towards 
core areas in the wider culture. Furthermore, this pro- 
cedure will also highlight intellectual evidence of how 
blocks to falsifiability are organised in contacts with 
Western medicine. 
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At the moment I do not possess material about 
Bulozi of the second type nor any detailed individual 
case histories within the fourth type. The case studies 
given in the Appendices are selected from work done 
before I had read The Quest for Therapy in Lower 
Zaire and my attention was focused on the “group” 
scale; I did not pay primary attention to the relation- 
ship of the individual to the group since my interest 
was in the group performance. My interest in what 
interested the actors most—the cure—was secondary. 


PART Il 


The conceptual and methodological problems 
which have dominated our concern so far must now 
recede for a while as I attempt to indicate two per- 
spectives upon the history of therapeutics in Bulozi 
during the last century. After I have done so, we can 
return briefly to the wider issues to see if and where 
the account I shall now give helps us with our specific 
needs. 

The two perspectives converge upon the difficulty 
of distinguishing superficial change and underlying 
continuity from underlying change and superficial 
continuity. The first one looks at Lozi theories of dis- 
ease, visible especially in therapeutic techniques and 
in the generalized pattern of therapeutic options 
available. This is the heart of any therapeutic system 
and therefore is the logical place to begin. I shall 
demonstrate stability over the century in these areas. 
During most of this schematised description, I put the 
question of Western medicine into abeyance, but 
introduce it at the end. 

The second perspective takes up the theme of plur- 
alism; it has two parts. The first of these proposes an 
“external” history of medical pluralism in Bulozi, sug- 
gesting the outline of a chronology for the changing 
pattern of therapeutic options. I take each major sort 


of option in turn and we observe the attraction of 


structural explanation for one of them. But in that 
case—the cults of affliction—‘external” evidence also 
exists to question the dramatic structural contrasts. 
This scepticism grows when we approach the history 
of the cults “internally”, trying to read case material 
“vertically”. I conclude that in trying to understand 
cultural interaction it is perhaps too easy to be 
unduly influenced by the visibility of phenomena as 
we decide how to allocate weight in our analysis. 

I propose a rider to this second (narrative) perspec- 
tive because unavoidably it projects an image of a 
roughly constant spectrum of physiological illnesses 
confronted by changing configurations of therapeutic 
options. In fact, preliminary findings suggest that in 
Bulozi we may have to conceive of the colonial ex- 
perience having specific effects that widened the spec- 
trum of disease as well as of therapeutics. As already 
stated, the paper concludes with a reconsideration in 
the light of the Lozi evidence of the suggestion that a 
study of pluralistic medicine might help us towards 
reliable knowledge about wider intellectual systems. 

Two notions dominate Lozi thinking about disease. 
The first is of its circular passage through the world 
which sets conceptual limits upon its behaviour; the 
second is that there are two distinct but related ways 
of encountering disease which thus give direction to 
the momentum from diagnosis to remedy. 


All the good and all the evil in the world is ulti- 
mately the creation of the High God Nyambe. In the 
world he placed a fixed quantity of disease and so all 
that an individual who is afflicted can hope to do is to 
be rid of his affliction through the exercise of butali 
(skill, cunning). However, in so doing, he unavoidably 
places someone else at risk, consciously or not: the 
devils cannot just be cast out, they do not evaporate, 
but will find the unfortunate and innocent Gadarine 
swine. The notion of circularity is most evident in the 
treatment of more serious afflictions. 

In the Nzila cult treatment instituted by Katota 
Chana which is now common in Bulozi, the patient is 
first diagnosed to be suffering from Nzila through an 
interrogation by the jaka (healer). The patient sits on 
a chair facing another chair or stool covered with a 
white cloth upon which are laid a knife, a fly-whisk 
(or a small hoe and a small grass broom) and a cup- 
tea—a china cup filled with bone paste that has a 
cross moulded in the top, like a hot-cross bun. The 
cross 1s called Mbilingwa (cf. A1l2, C16). Bells are rung 
around the patient’s head and if he indeed suffers 
from Nzila, the diagnosis established, he runs off 
wildly into the bush where, guided by the spirit Moya, 
he collects plants, leaves and roots, collectively called 
tusenge. Meanwhile a small shelter (hupa) is con- 
structed by relatives outside the village following a 
prescribed ritual involving the slaughter of chickens. 
If the cure is successful, the bones of these fowls are 
crushed to make the patient’s cuptea. The patient 
returns with his tusenge, enters the hupa and remains 
there, washing each day with an infusion from the 
tusenge. After different tests by the healer, the cure is 
confirmed with the destruction of the hupa, and the 
remains of the medicine, now containing the disease, 
are thrown away. The safest form of disposal is to 
place the disease in a miniature hut of twigs at a 
crossing of paths and then to avoid passing that way 
again since the disease will enter into the next passer- 
by. Now cured, the patient returns home, makes his 
cuptea and then is a potential healer himself, able to 
repeat the cycle for other sufferers. 

This method of disposal, which makes my point, is 
common to other forms of therapy than this relatively 
recent and highly visible cult. Here it is in 1887, de- 
scribed by the founder of the Paris Evangelical Mis- 
sion in Bulozi: 


At the crossing of two paths in the wood I noticed three 
stakes with magic grasses where someone had boiled medi- 
traced in the sand 


cines and close by a sefunda, a circle 
with the foot. Nguana Kwai [Mwana Kwai: literally “son 
of tobacco”] and Libonda let out a shout of fear seeing me 
put my feet inside the magic circle, touch and examine the 
little shelter. “Teacher! You'll die from it! Here is where 
the riaka has disposed of someone’s disease and if you even 
only approach it, you are sure not only to catch it but to 
die from it! When we see such things, we make a large 


detour” [35] 


Why such consistency in this persisting idiom? It ‘is 
central in Lozi medical cosmology and is protected by 
the “attitude” type of block to falsifiability. 

Affliction of an individual may come from one of 
man. A 
to diseases of God if out of 


two sources: disease of God or disease of 
person is vulnerable 
balance within the physical world. Each of the four 
elements: fire, air, water and earth (which includes 
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vegetable and animal matter), contain harmonious 
and discordant potential. Loss of equilibrium 
unleashes the discordant potential. Therefore the aim 
of therapy for diseases of God is to restore balance. 
(Illustrated in Appendix C, Introduction and No. 2 
explicitly; implicitly throughout.) 

Since, in this view, man’s body belongs to the 
“earth” elements, but is animated by the others, 
symptomatic treatment of body problems calls forth 
response from a large stock of “folk” remedies and, in 
more acute cases, specialist remedies, within the 
pharmacopoeia. In the 1890s Adolphe Jalla, second- 
in-command of the Zambezi mission, observed that 
whilst physiological knowledge was rudimentary, 
there being no concept of the function of the organs, 
the circulation of the blood, etc., the Lozi possessed a 
wide range of effective symptomatic treatments, es- 
pecially purgatives and emetics [36]. It is a significant 
emphasis, for painless digestion and regular daily 
defecation are important indicators of health and 
balance; their interruption is an early warning of inci- 
pient illness. I do not have information from analysis 
of the active principles and properties present in the 
treatments prescribed for specific symptoms, although 
I do possess details of such treatments collected in the 
1930s [37] and by myself in the 1970s, as well as 
published compendia for two neighbouring areas 
sharing basically the same botanical resources as 
Bulozi [38-40]. But simply to look at these lists is to 
gain several impressions. First, they would not be re- 
coverable in these forms if much of this medicine has 
not worked; an observation similar to that which 
Ackerknecht made for primitive pharmacopoeia in 
general [29, p. 17]. However, secondly, whilst there 
seems to be a stable group of constant therapies, there 
is a shifting penumbra where change and experiment 
appears to happen. Thirdly, with no proper notion of 
dosage, even if the active principle was correct, the 
chance of failure had to be increased [41] and so, 
lastly, the first of Tylor’s blocks to falsifiability (that 
by association with natural recovery) was probably as 
important here as in any medical system [42]. In 
Fig. 1, these types of therapy mostly occupy the left- 
hand area, bounded by the axes “symptomatic treat- 
ment” and “individual” to “naka”. They concentrate 
upon the physiological sphere of the patient’s 
existence—his body. 

However, disease could also come from man. 
Employing the same image already used, this 
occurred if harmony (“normality”) in society was per- 
ceived to be disrupted (e.g. in A12, B49—S0, C1). This 
could come about in three main ways: through 
breach of social norms; through infringement of 
taboos (miila); through witchcraft (buloi). I place these 
in increasing order of seriousness. Each threat elicited 
an appropriate sort of response. Appendices A and B 
contain cases of the first type. The curing of Bo 
Kulala in Sikuswani village by the village illustrates 
the smallest scale of group therapy solving a local 
problem (A10, Al2); the treatment of Tapelo illus- 
trates a larger scale of social problem treated with 
matching physical scale of social drama, drawing in 
personnel from all the places involved, including the 
life beyond (B8, B9, B10, B40-41), to restore social 
normality. It is a splendid example, horizontally of 
a problem in the social sphere reverberating in the 
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physiological to express itself and in the cosmological 
in search of remedy. 

Disease as a result of man’s agency can range from 
infringing a sifunda, that is ignoring a warning, to 
bewitching, which is qualitatively different. Again to 
illustrate the durability of these notions of causation, 
I shall use a nineteenth century case. The worst 
sifunda to ignore was that established after a success- 
ful curing, the one so feared by Reverend Coillard’s 
companions in 1887. However there were other types. 
Illness could come from breaking the menstrual 
taboo—a man doing so would be afflicted with a 
serious cough; this has remained a common folk 
diagnosis of tuberculosis. Similarly to break the post 
parturition taboos incurred grave risks. In late March 
1890, the wife of Kanoti Nalumango (himself a skilled 
“symptomatic” healer and assistant of the Zambezi 
Mission’s white artisan) miscarried in their village, 
Nakonga, close to the Mission Station at Sefula. To 
avoid illness, she was immediately taken and confined 
in a small hut outside the village. Her husband had to 
remain within the village, but had to avoid crossing 
the tracks of cattle lest they miscarry, or going near to 
growing crops. After the next new moon, his wife was 
entirely shaved, her cooking pot and calabash bowl 
broken, the hut where she had been, destroyed and 
then everything burned. Another sifunda which has 
proved remarkably durable concerns property. A thief 
might become ill with colic if he ignored the warning 
of a line drawn in the sand to make a charmed circle 
(lishengo), or knotted grass near a field of grain (the 
commonest sifunda that I have seen). The unfortunate 
Nalumango infringed a sifunda shortly after his wife’s 
miscarriage and he told Coillard that only the person 
who had made the charm could give him medicine to 
cure it [43]. The idea parallels that of God (or Moya 
in the idiom used in Appendix C) as source both of 
affliction and its cure (C8, C2, C15). 

Bewitching is most serious because it is the result of 
conscious endeavour to create abnormality. In these 
circumstances, the arsenal of divination is mobil- 
ised—ngombo (divining basket), litaula (knuckle 
bones) and the twentieth century addition, sikuyeti (a 
gourd filled with latex with a small mirror set into it 
in which the future is seen. A television is also sikuyeti 
in siLozi). The outcome of divination may be recourse 
to any of a range of non-symptomatic treatments 
involving individual specialists more frequently than 
group therapy. But whilst I do not wish to enter into 
a further description of witchcraft in Bulozi, it must 
be said that here too, the idea of a deliberate inver- 
sion of norms in order to create “dark” power fits 
into the basic dualism of the theory of causation. (The 
theme of inversion is to be seen in A9, B6, B18, B43.) 
This conceptual integrity is presented in three dimen- 
sions in the story of Mwendanjangula or Muba. It 
shows the common conceptual matrix of group and 
individual therapies’ theories of disease causation; it 
shows the basic dualism of those theories and it 
shows how any sort of power possesses “positive” and 
“negative” potential, waiting to be activated. Further- 
more, the myth anchors all this in detail at either end 
of our chronology. 

Mwendanjangula or Muba was and is a monster 
who inhabits the deep forest. He is described as a man 
made half of wood and half of wax, divided vertically, 
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or just half a man—one arm, one eye, one leg, one 
buttock [44]. He sang like a bird in the 1890s and his 
victims were drawn irresistibly towards him. Once 
they saw him, then and in the 1970s they were lost, for 
like his human brothers the witches (baloi), Mwer- 
danjangula enslaved their spirits [45]. He possessed 
many valuable medicines which could affect behav- 
iour of animals and men. In the 1890s attention was 
drawn to his possession of “ruling medicine” which 
could make you a chief. The implication of this is that 
power to control both nature and men—to be healer 
or chief—was linked to “dark” power. The old and 
modern versions continue; they tell that a man fights 
with Mwendanjangula and forces him to give up his 
secrets of power. From this battle comes the Muba 
healing cult. However, the version of the 1890s 
stressed the Promethean strain latent in it. After his 
victory, the man went home, but fell very sick: whilst 
power could make men mighty it could also break 
them. Nemesis is never far from hubris [46]. 

Symptomatic treatment characterises “low inten- 
sity” situations. It has been within this sphere that 
Western medicine has been easily incorporated. I lack 
individual case histories like Janzen and Arkinstall’s, 
but I have lived in Bulozi long enough to justify that 
opinion as a rough (sic) generalisation. Indeed, Lozi 
enthusiasm for penicillin injections and courses of 
chloroquine coupled to the liberal distribution of 
these drugs from bush dispensaries may soon pose in 
itself a serious medical problem, whilst in 1977, testos- 
terone injections were rapidly becoming a new craze. 
Western medicine is of course very good at setting 
broken bones, cutting and stitching inside and outside 
the body, stopping infections, binding up wounds, 
successfully concluding difficult deliveries. It is in 
these sort of circumstances that ever increasing 
numbers of villagers as well as townspeople converge 
upon the hospitals of Bulozi. 

Reputations of individual medical doctors spread 
rapidly on the bush telegraph and the size of the 
clientele is a reliable measure of this, for people travel 
huge distances to seek the attention of a famous 
Western physician. I saw this happen dramatically in 
a Mission hospital in 1977 where there had been a 
succession of mediocre young physicians until, in 
August, a new surgeon arrived. He had recently re- 
tired as chief of surgery from a group of Californian 
hospitals. He and his wife spent a fortnight scrubbing 
the theatre and improvising equipment (for example, 
suction (and instant incineration) was provided by 
attaching an air line to the carburettor air intake of a 
Land Rover parked outside the theatre). He then 
began to operate and when I visited the hospital on 
12 September, I found the local Government hospital 
virtually empty whilst the new surgeon had wards 
overflowing with patients not only from that district, 
but from elsewhere in Bulozi as well as guerrilla 
casualties from the Angolan civil war. 

It would not be fair to suggest that Western medi- 
cine is only appealed to in “low intensity” situations. 
The essence of “shuttling” as described by Janzen and 
Arkinstall or by Chavunduka is precisely that it is 
not. However I would risk a smaller generalisation 
which is that in Bulozi there is a distinction between 
matuku a sintu (African diseases) and matuku a sikuwa 
(whiteman’s diseases) which is fairly strict. It is based 


on the perceived diagnosis of a case at any given 
moment, so a patient may find himself being moved 
from system to system as the diagnosis of his affliction 
alters over time. The distinction is basically between 
afflictions which have reverberations beyond the 
physiological sphere and those that do not. Of course, 
a major indicator that a simple fever, swelling or 
headache has such reverberations arises when it is not 
fairly quickly alleviated by whatever type of sympto- 
matic treatment is first tried. Therefore as a case 
increases in intensity, the first part of that pathway 
will usually be parallel to an increase in severity of 
symptoms. But useful discussion of this sort of 
complex interaction is only possible in the presence of 
case histories which at the moment I do not possess. 
However, I believe that there is one more helpful 
observation to be gleaned from generalisation. 

Figure 2 adds matuku a sintu to Fig. 1. Severity of 
symptom moves diagonally across the diagram, but it 
is the form of diagnosis which determines the status of 
superficially similar cases. Thus similar types of 
communal therapy can be mobilised for “low inten- 
sity” problems, as in Appendices A and B, or for more 
severe afflictions of God or of man. Off the chart lie 
the largest scale fora of appeal, the royal graves 
(litino), to which recourse can be made in times of 
national crisis, for example the smallpox epidemic of 
the early 1890s or the serious droughts of the 
mid-1970s. The logic of this progression of increasing 
scale is clearly visible in the smaller scale examples 
given here (e.g. A2, Al3, B40-41, B51, B54, C8, most 
explicitly in B8, B9). Also clear is the simple division 
among therapeutic options in Bulozi. Consistently 
during the last hundred years, there have been four: 
Western medicine; the specifics of “folk” medicine; 
different sorts of specialist liiaka (specialists in differ- 
ent symptomatic therapies; in protective medicines 
against witchcraft etc.; in divination and witch-find- 
ing); communal treatment of afflictions called “cults 
of affliction” by outsiders, ku folisa mwa milupa (to 
cure with drums) by Malozi. One could add various 
rites de passage which, like the post parturition ritual 
mentioned above, have a protective function, but here 
I prefer to leave them aside. Now I shall take each 
type of therapy except “folk” specific treatment and 
give thumbnail sketches of how likalafo za sintu and 
likalafo za sikuwa (African and whiteman’s medicine) 
have fared during the twentieth century in Bulozi. 
This is the first part of the second and narrative per- 
spective. 

Francois Coillard, founder of the Zambezi Mission, 
was the first person to try and apply Western medi- 
cine in Bulozi on any scale. Travellers from Living- 
stone onwards had of course used their medicine 
chests, but Coillard set about making and using 
smallpox serum during the epidemic of the early 
1890s. He vaccinated people near his Mission Station 
at Sefula, but was soon summoned by King Lewanika 
to vaccinate the inhabitants of the royal capital 
instead [47,48]. In retrospect, the vaccination cam- 
paigns instituted during the period of British South 
Africa Company rule, which ended in 1924, were the 
biggest single Western medical intervention (with the 
building of hospitals began in the 1900s). In 1912-13, 
27,000 people were vaccinated against smallpox 
throughout the country: in 1923-24 a severe smallpox 
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epidemic even closed the Mission School at Sefula, 
20,000 vaccinations were carried out in the regions 
adjoining Angola to the northwest and 17,500 in the 
Sesheke district to the southwest [49-52]. Smallpox 
was still rife in the south in 1929-30 and during those 
years, virtually the entire population of Sesheke dis- 
trict (insofar as the Native Commissioner could 
judge), was vaccinated. The agents used were the 
members of the District Messenger Service, the body 
of men who actually made colonial government work 
[52, pp. 118-20;53]. A different sort of mass cam- 
paign to cure venereal diseases between about 1925 
and 1931 met with little success, despite the Medical 
Officer’s optimism at the time [54,55]. 

In 1899, the Mission received its first major re- 
inforcement of fourteen white missionaries, among 
them Dr Roderic de Prosch who, with his wife, joined 
Coillard at Sefula. By the end of 1901, nine of the new 
arrivals were dead. When this news reached Switzer- 
land, it horrified Dr George Reutter who volunteered 
to go to the Zambezi to look after the missionary 
community. He arrived in 1902 complete with a port- 
able mosquito-proof house, the first seen in Bulozi, 

ich was erected at the southern-most mission 

ation of Sesheke. 

In 1903 de Prosch, now a widower, moved to 
Mabumbu, twenty miles north of Sefula up the edge 
of the flood-plain and there, in 1907, was erected the 
first brick-built hospital in Bulozi. By that year also, 
mosquito-proof housing had been provided at all the 
main mission stations, paid for out of a special build- 
ing fund which had been set up for that purpose at 
the instigation of Dr Reutter. At about the same time, 
a hospital and dispensary for the Lozi were built at 
the administrative centre, Mongu, using receipts from 
the newly imposed poll tax. In 1910 Dr Huntley Pelly 
became the first government medical officer to be 
stationed there, also conducting out-patient clinics in 
the royal capital, Lealui, three times a week. He was 
soon succeeded by Dr Stanley Colyer. 

In Sesheke, Reutter was disappointed with the Lozi 
response to Western medicine during the early years 
(as was Pelly in Mongu). However, Reutter saw a 
change by 1909 which he attributed to the increasing 
numbers of Lozi who had experienced life in the 
south through labour migration. In 1910 de Prosch 
left Bulozi and subsequently died of malaria on the 
upper Nile whilst on his way to Europe. Reutter re- 
placed him at Mabumbu for two years, but because of 
family pressure, left Bulozi himself in 1912. However, 
he could not settle in the Jura again and in 1925 
returned to Sesheke and there opened Mwandi hospi- 
tal. He conducted surgery and inaugurated attempts 
to treat venereal diseases on a wide scale, although, 
like the government campaign, since he had no anti- 
biotics, he had little success. Until he left Bulozi in 
1931, he was the dominant Western physician. Indeed, 
Western medicine was a charismatic affair for much 
of the colonial era. In this, Government doctors could 
scarcely compete since in fact a good deal of their 
time was taken up in examining potential recruits for 
the migrant labour organisations before the de- 
pression of the 1930's [56,57]. Understandably, it has 
been the long-serving mission doctors, almost all 
fluent siLozi speakers, who have entered popular 
memory: Drs de Prosch and Reutter of the medical 


pioneering generation; Dr Casalis of Senanga district, 
Dr Vila of Sesheke district and Dr Birkenstock of 
Kalabo disirict in the later colonial period. 

When we begin to find tabulated returns in the 
archival sources they reveal that hospital treatments 
in the early years were overwhelmingly in those “low 
intensity” specific categories where Western medicine 
was conspicuously powerful: malaria, conjunctivitis, 
some peripheral venereal diseases, diarrhoea, wounds 
[58,59]. But medical reports echoed a constant refrain 
about the puny scale of effort against the mass of 
visible disease—syphilis, eye ailments, leprosy, small- 
pox. 

As a result of the money made available under the 
wartime Colonial Welfare and Development act, all 
aspects of colonial government in Bulozi received an 
injection of new vigour in the 1950s. The system of 
Mission dispensaries attached to Mission stations 
which had been a feature since very early days was 
complemented with new bush dispensaries staffed by 
Hygiene Assistants; the Mission hospitals received 
increased grants, Mongu hospital was expanded and 
more medical officers were posted to Bulozi. How- 
ever, it was only really after Independence that the 
Western health system was extensively expanded: new 
hospitals in each district township, more bush clinics, 
rural health centres, large numbers more personnel. 
As the long serving mission doctors slowly disap- 
peared through retirement, they were replaced with 
an ever changing and very international assortment of 
physicians. The people rapidly learned to discriminate 
in the way I illustrated earlier, for whilst the technical 
provision of facilities and drugs is now greater than 
ever before, the Health Service staggers from severe 
bureaucratic sclerosis, uneven standards of com- 
petence among all levels of personnel, irregular supply 
of consumable stores and, fundamentally, of cash. At 
one stage in 1977, the Zambian Ministry of Health 
became technically bankrupt. 

Although there is a move at present afoot to regu- 
larise “traditional healers” throughout Zambia by 
compilation of a register, linaka have not yet encoun- 
tered problems of organisational paralysis in Bulozi. 
Among the various specialists, some have been more 
conspicuous in “external” sources than others. From 
the earliest visits we know of rainmakers and diviners. 
Livingstone’s famous conversation with the rain- 
maker was both a good illustration of Tylor’s blocks 
to falsifiability at work in both parties and an illumin- 
ating statement of the logic of muliani (medicine): it is 
a trigger fashioned in the tangible world to produce 
reaction in the cosmological spheres where the real 
power resides [60]. Livingstone also observed a form 
of divination using a small axe which gives a yes/no 
answer by remaining fixed on the ground or being 
able to be lifted freely which I have observed in use in 
the 1970s. Similarly, the divining mechanisms with 
baskets and knuckle bones extensively described in 
early Mission literature remain in common _ use 
[61-62]. Another category of naka whose power, like 
that of the diviner, borders on that of the witch, is the 
specialist who can control animals. Of these the most 
important are the crocodile doctors, frequently docu- 
mented by traders and officials because for a fee they 
would ensure that livestock swam the Zambezi in 
safety. All these specialists could be involved in diag- 
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nosing affliction, the animal controlling doctors if it 
was suspected that the patient was suffering a tempor- 
ary metempsychosis of spirit as a result of witchcraft. 

However, the history of lifiaka during the colonial 
era was not of simple stagnation, rather more of 
entrepreneurial verve. The big growth areas have been 
in the sale of protective medicines to avoid bewitching 
on the one side and in new and, it was claimed, ever 
more effective paraphernalia to bewitch, poison or 
affect behaviour on the other. On the “protection” 
side, there has been a snowballing effect since the 
1950s and today two individuals, Bo Saasa and Bo 
Ndopu, who live several hundred miles apart, domin- 
ate the market, each catering for clientele from the 
other’s area. This is because there is always the 
danger that a specialist who gives protective medicine 
may actually be a covert witch, hoping thus to trap 
the patient and to enslave his spirit (silumba). But 
enslaved spirits like to remain close to home, so to 
travel far is additional insurance. Again, as with 
Western doctors, the bush telegraph provides case 
histories of successes which hearten the timid who 
therefore seek safety with the multitude. These two 
men also sell medicines for luck and success in exam- 
inations and job seeking, but there are also many 
small men active in this less dangerous part of the 
market. 

The offensive side of the trade tends to be less con- 
spicuous. Two circumstances have affected it during 
the twentieth century. The first was labour migration, 
especially to the Transvaal gold mines after the mid 
1930s. Within the southern African market for effec- 
tive poisons and the like, the Malozi have a high 
reputation and among Lozi, especially those people 
from the Nyengo part of Kalabo district. During the 
hey-day of migration to the Rand, a very extensive 
trade in dangerous substances developed, with Lozi 
migrants taking their wares down to South Africa and 
selling them in the compounds for cash or kind 
Among the objects that came into Bulozi in exchange 
was the kaliloze or night gun. 

The kaliloze.gun came in two models. One was 
fashioned out of a human arm-bone. One joint head 
was cut off, the marrow removed, the outside decor- 
ated with the red and black seeds of the munjindu tree 
(Erythrina abyssinica or “kaffir boom”) set in wax, 
and then it was loaded with medicine and fired at the 
rising sun, sending a curse (siposo) upon the victim. 
The other was also decorated with munjindu seeds but 
was more direct in its action, being made out of a 
length of gas—pipe and firing a .303 cartridge, iron 
filings, etc. We know all this because it came to light 
during the great Government-initiated witch hunt of 
1956-8 [64,65], which is the second circumstance, for 
it drove the traffic deep underground. 

The mine compound market also provided other 
types of special medicines appropriate to the odd 
social situations created by migrant labour: for 
example /unyoka. In 1929, Bo Kamui of Sinuma- 
nyambe (near Sefula) was brought to court by his 
neighbours accused of murdering Mutaluka with 
lunyoka. This was a medicine which Kamui had 
obtained at Sinoia in Rhodesia and which he had com- 
pelled his wife to take on his return. Its effect was that 
any man not possessing the antidote (i.e. the husband) 
who had intercourse with the woman would be 


unable to urinate or defecate, would swell up and die. 
This, it was alleged happened to Mutaluka. The con- 
sensus of the Chief Messenger and the Chief who 
advised the Native Commissioner was that this medi- 
cine first was heard of in the early 1920s. To the fury 
of his accusers, Kamui was released. The Native 
Commissioner’s elegant logic was that since the Medi- 
cal Officer assured him that no medicine could pro- 
duce this effect, not to release the accused was tanta- 
mount to a confession that he believed in the medi- 
cine, which he did not. In fact lunyoka was not new 
Dr MacGaffey has evidence of it under a different 
name in nineteenth century Kongo; but via Rhodesia, 
it was new to Bulozi and therefore it illustrates a 
sensitive response to market demands there. -One 
could multiply examples of this sort, but this must 
stand as illustration of that general point. It was 
matched in the low intensity area of specific treat- 
ments where healers adopted tablets and especially 
syringes into their rituals of treatment [66,67 ] 

In all these areas of specialisation, there is a strong 
impulse, even today when the prevailing Government 
attitude is not hostile, to keep everything hidden. This 
is the residual effect of the Great Witch Hunt of the 
late 1950s when large numbers of healers 
arrested as witches (including Katota Chana of Nzila) 
These events only strengthened the presumption of 
hostility between Western medicine, especially 
practised by missionary physicians, and 
healers. The Witch Hunt has also left a specific tech- 
nical problem for the historian fieldworker because 
is popularly believed that the real cause of the Witch 
Hunt was an anthropologist who asked 
about African therapeutics in the 1940s and then 
lists of names to the Colonial authorities, upon whic 
I know of no evidence to 


were 


they subsequently acted 
substantiate this opinion, but that is not what matters 
to potential informants 

The way in which people are cured with drun 
not changed in method since our earliest 
sources and the format illustrated in the Appendi 
But whilst those 


disease 


may stand for the whole century 
aspects expressing the theory of 


have been stable, change has occurred in 


ausation 


respects 


Early 


reports usually called all group therapy 
“Liala”  [45, pp. 157-60; 55, p. 122]. Subsequently, 
other names began to be mentioned—Siyaya, Muba 
(originating in southern Bulozi), Maimbwe (from the 
Nkoya to the east), and then, during the mid-colonial 
era, Bindele or Makuwa from the Luvale. These later 
arrivals used words and artifacts that aped the Euro- 
peans, incorporating ways of handling new problems 
within established idioms [68,69]. However, the result 
was not a proliferation of autonomous cults, rather a 
sedimentary accretion, offering a constantly up-dated 
range of appropriate idioms from which the eventual 
diagnosis could be drawn, as illustrated in the Appen- 
dices. 

The second sort of change appears to contradict 
this explanation. During the winter of 1931, Bo 
Mulemwa who lived at Kaanc, near Mongu, began 
to preach in the name of the Watchtower movement 
He did so without requesting permission from the 
Lozi traditional hierarchy who therefore regarded his 
movement as a threat and infiltrated it with fifth 
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columnists who provided information which led to his 
arrest and conviction for seditious teaching. Upon 
Mulemwa’s arrest, one Josias Nyanga came from Fort 
Jameson to take over, but was removed, and the 
movement subsided except for a recurrence in east 
Senanga district when Luka Milimo, one of 
Mulemwa’s assistants, returned home (he was the 
local chiefs nephew) after release from prison in 1934 
[70-75]. The Watchtower movement has not disap- 
peared in Bulozi, although it never subsequently re- 
cruited members in such numbers or so quickly. Offi- 
cials at the time noticed that Luvale people resident 
in Bulozi, and people in rather remote areas, like 
Lumbe, provided the most fertile recruiting grounds. 
The episode has been seen both as an expression of 
popular discontent with the Lozi ruling class and as 
millennarianism [76,77] and there are elements of 
truth in both views. But what is relevant here is that 
the Watchtower episode presented a new paradigm, 
taken up in the later colonial era movements whose 
charismatic leaders’ minds were formed by the experi- 
ences of the 1930s. 

In the case of Chana, his affliction began in 1928 
and lasted until 1940. His family considered him to be 
mad. After hospital treatments failed, he eventually 
cured himself with tusenge under the guidance of 
Moya and then in the later 1940s began to treat 
others. The first 12 he treated became like disciples 
and his movement rapidly expanded, becoming a 
registered sect with an English written constitution by 
1966 and claiming 80,000 followers throughout Zam- 
bia [78-80]. By this stage, the Nzila Sect was drawing 
large numbers of people away from the established 
Christian churches although its constitution [Rule III 
(c)] stated that there was no conflict of loyalties. One 
of Chana’s senior assistants defected to the Paris Mis- 
sion (that founded by Coillard) and wrote an exposé 
of the Nzila Sect [81] which represented it as a direct 
challenge to the Churches. Meanwhile, the Sect itself 
was experiencing schism. Lingomba Mululu fell sick 
and entered Chana’s Nzila. However, his 
Moya did not like Chana’s treatment and led him 
away to treat himself with water in bottles from which 
arose his alternative Nzila therapy (see Appendix C) 
[82] a biography very similar to Chana’s own. Clearly 
the notion of a cana, or charismatic individual as 
focus of each movement, was an idea whose time had 
come. The old Muba complex of afflictions was also 
up-dated into the new Mumatuke version by 
Mutumwa in the 1960s (A8). 

The structural differences between the “old” and 
“new” affliction complexes are indeed striking and 
van Binsbergen has drawn from them a contrast 
between “non-regional” (old) and “regional” (new) 
cults which is obviously correct, although I do not 
find that it takes my understanding of the phenom- 
enon much further forward. I look at the situation 
rather differently. In the first place we must wonder 
whether the Nzila Sect (as distinct from Nzila) is still 
a cult of affliction in the sense defined in Part I of this 
paper. It seems to me that the defector’s instinct was 
right, for the Sect had become a syncretist church, 
fulfilling through its regular church-like services dif- 
ferent sorts of needs [83]. It is conspicuous that even 
in the largest congregations, such as that of Mukwae 
(Princess) Isikanda near the brickfields in Mongu, the 


in 1953 


“service” and therapy sessions are divided. Further- 
more, most people experience Nzila at a remove from 
this formal structure, in contexts such as is illustrated 
in Appendix B where it clearly deserves the title of 
cult of affliction. 

If we adopt this viewpoint, the structural contrasts 
appear much less important, the complex interweav- 
ing of the Nzila canon of diagnostic songs with others 
involved in communal therapy, much more striking. 
Reading the case studies “vertically” gives us a differ- 
ent insight. We can see borrowing of known and dur- 
able themes: the ngombo (divining basket) is promi- 
nent (A14, B22, B24, B27, C9, C10), involved with the 
idea of fire and the imbalance of elements. We find 
appeal to the legitimacy of chiefship (B11, B23, A16), 
a sharing with other cults of important idioms, for 
example that of the galloping whiteman’s horse which 
is also Moya’s horse (A5, B45, C12), or that of the 
unquiet spirit (A13, C8). We see Nzila employing old 
and well-known symbolisms, like that of the chame- 
lion (All) and also evidence of its parentage from 
Bindele in the consistent use of European themes. 
There are the powers expressed in writing (Al), the 
telephone (C, introduction) (Moya is alerted in some 
of the Chana Sect hymns by a cry of “hello, hello, 
hello”), the white man’s church through baptism (C4, 
C5), catechism (C14), the idea of the charismatic pro- 
phet (C15) and, indeed, by direct association (A17: 
dead spirits = air; air = Moya = Christ; the hymn il- 
lustration, C29, one of many such). Then there is the 
Europeans’ strange diet, celebrated in the cuptea and 
explained as a source of abnormal power (B43), power 
associated with that of inversion of normality. 
Cleanliness is central to Nzila thought, which empha- 
sises being rid of malabishi (rubbish) and filth, moral 
and physical (B44, B6, C13). Filth is in one place iden- 
tified directly as a source of “dark” power (B43), and 
most European things qualify as rubbish. 

I offer the impressionist outline of the preceding 
paragraph as a suggestion of how, even taking only 
three random cases studies, one can proceed in order 
to counterbalance the forcefulness of “external” evi- 
dence. To elaborate all the references cannot be done 
here, although at the end of the paper I will offer a 
brief tally of how my reading of the cases matches my 
understanding of Lozi core concepts from other 
sources. But even such a brief set of indications is 
sufficient to stress a point frequently lost from “exter- 
nal” evidence: we see that whilst the colonial culture 
is blocked from damaging core beliefs, it is simul- 
taneously a source of reinforcement by association. To 
use and to handle is to control. So this is, in fact, 
evidence for a hypothesis of circular logic to help 
block falsifiability not by withdrawal into millennari- 
anism, but by vigorous and selective adoption of the 
threatening forces. I suggest tentatively that in this 
case the regional/non-regional distinction, whilst cor- 
rect, is not as illuminating as an approach from this 
hypothesis because I find that it offers a potential 
historical answer, whilst the other only at best de- 
scribes an enabling mechanism. 

An iron cooking pot such as is used in Bulozi only 
stands upright because it has three legs; the same goes 
for a narrative of affliction and its relief. The first two 
legs I have indicated—Western and African modes of 
therapy—the third is epidemiology, for the changes in 


Disease at the crossroads 297 


therapeutics which I have suggested did not occur 
against a static background of unaltering diseases. 

Inspired largely by John Ford’s example, historians 
of Africa have recently begun to turn to the study of 
ecological disruption with great enthusiasm for the 
theories, even if the data have sometimes not been 
there in equal proportion [84-86]. In Bulozi, the par- 
ticular ecology makes a “catastrophe” interpretation 
of the late nineteenth century unavailable. The suc- 
cessive smallpox epidemics mentioned from Living- 
stone’s time until the mid-twentieth century were the 
only major examples of diseases of God that exceeded 
the capacities of the established therapeutic options 
(although in the 1890s, there were rumours of primi- 
tive vaccination). But during the twentieth century, it 
looks as if the particular form of the colonial 
economy that affected Bulozi—that of migrant labour 
to the mines of the south—may have widened the 
spectrum of disease in the country with effects still 
apparent today. 

Venereal diseases were described as a serious afflic- 
tion by early travellers, and in early administration 


reports, syphilis was, with leprosy, consistently top of 


the table. However, Lozi make clear distinctions 
within the generic name manansa between maondo 
(the “indigenous” strain), kashewenge (syphilis 
brought back by carriers who went to the 1914-18 
war) and machangane (venereal disease strains 
brought back from the South African mines 
“machangane” = Shangaan, the Mozambique people 
blamed for this). But whilst this relationship was seen, 
understood and to a small extent attacked at the time, 
the expansion of tuberculosis in Bulozi was not 

Here I can only set out the barest lines of a hypoth- 
esis. I have not yet collected enough field data, nor 
analysed fully what I do have to be able to be cate- 
gorical, but three converging lines of evidence point 
towards a direct link between the Rand mines and 
the epidemic proportions of tuberculosis to be seen 
in the villages of Bulozi today. The first is documen- 
tary. 

The death rate among African labourers from north 
of the 22° South line of latitude was especially high on 
the Rand, so between 1913 and 1934, the Witwaters- 
rand Native Labour Association (Wenela) was not 
permitted to recruit above that line [87,88]. The TB 
deep mines connection was openly stated in Botswana 
in 1936 [89], but it had been pneumonia that had 
worried officials before 1913; so when in 1938 the 
May and Baker 693 sulphonamide antipneumococcal 
drug was pronounced to have a significant effect in 
decreasing the risk to “tropical natives” and in the 
light of the Central African territories favourable 
Royal Commission recommendation of 1937, the 
Northern Rhodesia Government gave permission for 
Wenela to enter the country. In fact since the South 
African Government, under pressure from a rapidly 
expanding mining industry, had lifted the 22° South 
ban in 1933, Lozi had been crossing into Botswana to 
engage, but not in the numbers that were to go during 
the “Wenela Era” of the 1950s and 60s [90-92]. Dur- 
ing the interwar years, medical reports, administra- 
tion and Lozi informants all agreed that tuberculosis 
in Bulozi was uncommon. We possess enough infor- 
mation about other health matters to be reasonably 
sure that the contrast between the pre- and post-war 


situations is not an optical illusion between poor 
early and better later reporting [93-95]. 

The second line of evidence is from timing. Lozi 
migrants always sought all the time to go further 
south to seek work because wages and conditions on 
the Rand were better than those in Southern Rhode- 
sia (which was not saying much [96]). Roughly, 
before the mid 1930s they were discouraged from 
doing so, after the late 1930s and especially after the 
war, greatly encouraged. The 1949 Northern Rhode- 
sia Silicosis Commission rehearsed fairly damning 
evidence that the hot, deep Rand mines were indeed 
breeding grounds for tuberculosis and that the 
Wenela control and monitoring system of that time 
was inadequate; that it was entirely possible for seem- 
ingly healthy repatriates to be infected, to carry the 
disease home undiagnosed and for it to become active 
when for example their diet deteriorated [97]. Strep- 
tomycin was not in regular use until the early 1950s, 
individual X-rays were conducted before, but mass 
miniature X-ray screening only began in 1955, first 
with 35 mm, then 70 mm and since 1971 100 mm film 
It is, in any case, a technique of uncertain efficiency 
[98,99]. But before even these facilities were available, 
recruiting of course took place and as a Wenela doc- 
tor explained to me 


the policy, although I didn’t with it, was that 
when TB positives were located, Wenela fattened them up 


they died, but good- 


agree 


and sent them home where, of course 


ness knows how many other infected before they did 


[100] 
The third line is close t e second, but is from 
observed data. I have Statistics of 
2% 


1000 patients at one tuberculosis sanitorium, Yuka 


collected about 


conducted village 


still await 


Hospital in Kalabo district, and 
surveys elsewhere in that district 
However, 


figures and the evidence « 


hey all 
processing a superficial reading of the 


yf 


nes eyes are support for 
} 1 
1 population with tuber- 


I take that 


1 population that was 


the hypothesis. Today we see 
culosis present right across the age range 
as a good a priori 

effectively open, that received | 
that has now attained a 
villages before widescale immunity 


much 


le infection and 
of self-sustaining 
cross-infection 
begins to develop. However, it will require 
more detailed work before it can be decided whether 

e-S( ale 

If it is eventually that this hypothesis 
has substance, it will be a bitter irony because Wenela 
contract labour to South Africa was always extremely 
popular [101]. Ex-migrants recall the good side of it 


with a wistfulness perhaps made more poignant by 
s still felt 


the deep sense of grievance that was and 1 
about the abrupt termination of this opportunity for 
wage-labour soon after Independence. Most swords 
are double-edged. 

Furthermore, if the hypothesis stands it will be an 
eloquent example of Western created disease outstrip- 
ping the capacities of Western created therapeutics. 
The successful diagnosis and treatment of tuberculosis 
by Western medicine in the Zambian bush has placed 
demands upon the Health Service where it has been 
and is least able to meet them in the form of X-ray 
and laboratory diagnosis facilities, lengthy hospitali- 
sation and/or very accurate out-patient administra- 
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tion of the streptomycin based regimens. Since Inde- 
pendence, Bulozi has fairly consistently reported more 
cases of both pulmonary and non-pulmonary tuber- 
culosis than other provinces of Zambia (i.e. cases 
entering the attention of the Health Services); and 
awareness of the presence of the disease, but absence 
of good technical support in diagnosis, seems to have 
led to over-diagnosis of tuberculosis in hospital cases. 
This, coupled with irregular or incomplete adminis- 
tration of treatment leading to relapse and perhaps 
further incomplete therapy on another hospital visit, 
has shown up in random tests on drug sensitivity 
where Bulozi returned the highest figures of resistance 
to streptomycin in the country [102]. 

The spread of tuberculosis in the post-war years 
has also presented African modes of therapy with 
severe problems. Whilst none possess an effective 
cure, the way in which the symptoms of tuberculosis 
first present and slowly develop offers ample scope for 
divergent low and high intensity diagnoses. I have 
the impression that tuberculosis sufferers tend to 
“shuttle” a great deal between therapeutic systems, 
although this will bear much more systematic investi- 
gation. The fact that the chemotherapy cure is not 
instantaneous means that absconding from hospital is 
very likely and that the long-term result will be death 
and more people infected. But tuberculosis poses a 
serious threat to the conceptual viability of African 
therapeutics and therefore the fact that these premises 
have not been falsified and that these systems still 
thrive is an indication of the strength latent in the 
blocking mechanisms. In this respect, the inefficiency 
of Western medicine in its local form contributes to 
that end. 

Thus, circuitously, we have returned to the starting 
point of this paper. How far has our outline of afflic- 
tion and therapy in Bulozi also offered us reliable 
guidelines into the wider intellectual history of the 
people? Here, of course, I cannot follow the method 
which I suggested, for I have already written an 
account of the core areas of Lozi culture from other 
sources. Instead I can give a check-list, rating our 
success in the present endeavour which, for the 
moment, the reader must take on trust [11]. 

We may judge our success in two directions. First, 
what were the central pivots of medical cosmology? 
They were five: the notion of the circular passage of 
disease, the notion of dualism in disease between 
those caused by God and those caused by men, the 
notion of balance between the physical elements 
which had reflection in the social and the wider cos- 
mological spheres, the notion of inversion of “nor- 
mality” as source of power and the notion of the 
acute interaction of the physiological, social and cos- 
mological spheres. The value of our third initial 
assumption (that affliction when perceived caused 
rapid recourse to what was considered most reliable) 
seems to be supported. Each of these pivots either is 
in itself a core concept in the wider culture, or is 
closely connected to one: the circular passage of 
power, the fundamental dualism of Lozi cosmology in 
general (stretching from the account of the High God 
through theories of kingship and of equity to the im- 
age of “proper” diet), the goal of social balance which 
informed the structures and procedures of govern- 
ment at the centre and in the periphery, inversion as a 


source of “dark” power and the acute interaction of 
the spheres of existence. 

However, we may approach from the opposite di- 
rection. What evidence do we find of appeal for legiti- 
macy to other specific areas of the culture? What we 
see in the case studies interlocks with the evidence 
from the first approach and sharpens it. There is 
appeal to the heart of the most powerful cultural 
statements encapsulating core values, those emanat- 
ing from the kingship [A6, A16, C24, B9 (especially), 
B11, B23, C6 (especially)]. Incidentally, if we follow 
the pointer of C6, we would find a path through a 
dense undergrowth of invented traditions towards 
what are, in my understanding, the fundamental 
structures of the Lozi state apparatus. There is evi- 
dence of appeal to spirits in the cosmological sphere 
(B8, B9, B18) using powerful idioms common to the 
largest scale of ritual apparatus, that of the royal 
graves (B54, A2, B8). There is a detailed guide to how 
social imbalance is diagnosed and rectified (A10, A12, 
B10, B12, B18, B33, B38, B40-41, B44) and to how 
communication between the spheres is effected (A7, 
B2, B7, B36, B52). But is this a self-sustaining answer 
to our need, a true short cut into intellectual history? 
In the end, it cannot be. 

Turner wrote in strong terms against the “cardinal 
error” of trying to explain case material without first 
“cracking the cultural code” [4]. But I would alter 
the sense of his obviously correct opinion, for “code 
cracking” is a fully dialectic process. What I have 
tried to show in this paper is that even if, beyond 
itself, a study of therapeutics is not a complete remedy 
to what Vansina called “this debility of our recon- 
structions”, at least in the case of Bulozi where I can 
check our findings with other sources, it looks like a 
rather reliable guide. So encouraged by this outcome, 
perhaps the approach via therapeutic systems may be 
commended as the best first step in those many cir- 
cumstances where we still know nothing about intel- 
lectual history? 
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[he treatment of bo Kulala for the affliction com- Appendix B). [Name changed to protect identity. ] 
plexes Mumatuke (the modern derivative of Muba) 

Nzila by members of his village, Sikuswani Scene: Night of 24 April 1977, outside bo Kulala’s 
(about | mile west of the four villages which appear in _ house, Sikuswani village 


eaten 8 REE 1 ER RR EEE 


Dramatis personae 

JOHN MuBIANA KULALA An elderly man suffering from sleeplessness, backache, head- 
aches and pain in the joints; the patient 

MA MUKOBELA MUKELABAI Wife of the headman of the village. The healer. 

SILUBI | 

MWENDANJANGULA f 

Drummers (three drums) Bo Mwitemwa, GITP and others in rotation. 


Spirits 


(horus ol women 


tt ERT LER I 


THE PLOT is that KULALA is seated on the ground in front of his house. He is periodically covered with a 
blanket under which he inhales steam from aromatic herbs in an iron pot. The drums are very close to him and 
the women move around in a tight, swaying circle. The patient is thus deluged with sound. The healer stands 
inside the circle close to the patient’s head, dressed entirely in white. By the time that I arrived, the seance has 
been in progress for some time. Already sequences of songs belonging to other affliction complexes have been 
sung and by a process of elimination (the criterion being whether the patient shivers and shakes, showing that 
the song “strikes”), the range has been narrowed to Mumatuke/Nzila/Liyala. The songs given here lead first to 
KULALA’S curing from Mumatuke (in No. 8), shown when he is able to stand up. But then the healer indicates 
that this is not a total cure and the sequence continues until in No. 15 the patient shows himself cured of Nzila 


also. 
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Abbreviations: TR = translation; EX = explanation. 

A name in the left-hand margin (Mumatuke, Nzila, etc.) shows that a particular song is particularly used for 
this affliction complex. 
a A 

Write a note to Lusaka, 

Write a note to Lusaka, 

Where I went 


(1) Mumatuke 


Chorus Leader Brother-in-law, I tell it 
Rest Say it! 


Leader: Sister-in-law, I whisper it 


Rest: Whisper it 


le graveyard 


(2) Mumatuke 


a square at tl 
| 
Uf 


i square at the 


he piece of skirt-cloth 


(3) Mumatuke* 


Kangudu from Mapembe 


irt-cloth of one of 


* This song (S7emboka) and 


has been ado 


(4) Muba* 


EX: *Mwendanjang 
Lutal 


(5) Mumatuke/Nzila TR 


(6) Livala/Sivyaya* 


Lit the village of the High God, 


synonym for Litooma, the villa: 1e 1 
+ The egret (Little egret, Egretta garzetta; Yellow-billed egret, Mesophoyx inter- 
medius and Catt vis) is a bird with one of the best known 
lic significance n today, reflectec 


symbolic 1 in the frequent description of a 
yinyi (Mwanambinyi’s cattle). Mwanam- 


t 1] 
LrCUUC 


flock of egrets as 
Mboo, fled his brother and when even- 


it Imatongo with his household, 


ull Ul ik a lu i al 


binyi, brother of the fi 
tually he 
he transformed 
t+ Manawa 

§ An unclear and 


1 the significance of this proper noun. 
> unreliable translation of this line 
beat the drum of God (Mwami)? 


(7) Malengela* Q They | 
to call everyone 


EX: *A Luvale affliction comple 
+ Nyanja name for the High God. 
This phrase-song repeated many times over 
(8) Mumatuke* TR: He walks! He walks! 
Mutumwa walks, he walks 
You see he who dreams himself walks. 
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* The founder of Mumatuke. He was ill, went alone into the bush and there 
cured himself. (This is a typical affliction cult founder’s biography.) Mutumwa 
then cured others who became his disciples. (Again a common idiom; Chana, 
founder of Nzila cured twelve followers who became ba twelufu, “The Twelve”.) 
Ma Mukelabai, healer in this session was cured by Mutumwa in the 1960s. He 


still lives in the Luena Flats. 


KULALA has risen to his feet and walks, although rather feebly. MA MUKELABAI then begins a wild gyrating 


dance... 
(9) Mumatuke I did not speak to them; I have not seen a woman that 
dances thus; it’s insane 


Namaloba, a woman who dances thus is insane. 


(10) Mumatuke : Ah! You reared a tantrum child 
Ah! You reared a tantrum child 
Ah! You reared a tantrum child who is unable to 
cultivate, your child. 
Seize the drums, Mr Mwitemwa, 
We want to go, Mr Mwitemwa. 


(11) Nzila i am going, I am going 
go to Mulonga 
consult Congono* 
Omwendela and Mutaye will see Congono 
Woo! Omwendela. 


* Congono (Luvale) = Chamelion. Here the name of a healer living in Mulonga. 


Ya ya! I am the sick one! 

Beer, beer should be avoided! 

They badly beat their loved ones, woo! 

Beer, beer, fear it, it brings recriminations 

Fear it, it brings much recrimination 

Law suits you should fear, they bring much mutual recrimination. 


Afterwards I was told that the patient was over partial to these two Lozi 


hobbies. 


Long ago Silubi* entered into me 
Long ago Silubi entered into me 
Silubi, he prevents me from marrying 
He entered my bones 
He entered my legs 
He entered my back 
He entered my shoulders 
[any part of the body can be mentioned here; these are those parts 
where KULALA complains of pain. ] 
Refrain: Silubi entered into me long ago. 
* Silubi = A spirit that brings pain. 
My friend makes the divining basket work, 
My friend makes the divining basket work 
I always say 
I always say 
I always say 
Mr John put on white clothes 
Mr Mubiana put on white clothes 
Mr Kulala put on white clothes 
Mr Chana* put on white clothes 
* Founder of the Nzila sect. Other names are those of the patient, now dressed 
in white like the healer and her husband, the headman. 
(16) Nzila* : Hippo, son of the whirlpools 
He surfaces in the middle of the rivert 
* This is in fact an old and important Luyana proverb, adopted by the Nzila 
canon. 


+ 1.e. where the water is deep and enemies are far. 
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Are the trembling spirits of the dead air? 
Who is the son of God? 
It's Moya*. 
EX: * Moya = spirit as well as air. The spirit is that which Nzila followers call upon 
when curing themselves: Moya is a synonym for Nzila. 
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Treatment sequences in which patients are attended and Mauza. [Names are changed to protect identi- 


by specialist healers present in the kin resources of _ ties. ] 
their four adjacent villages, Mbonyi, Ngulu, Mwanja Scene: Night of 29-30 April, 1977, Mbonyi village. 
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Dramatis personae 

“LIYUMBI” WAMUNYIMA A dead paternal grandfather of the first patient, formerly headman 
of Ngulu village’s community at an earlier site. [“LryuMmBI” is his 
nickname; it refers to < all friendly rat-like creature. ] 

PETER MUNDIA WAMUNYIMA Elder son of LiyumBI AMUNYIMA. Now headman of Negulu 
village 

SABOI The senior wi PETER MunNpDIA. Mother of 
the first patient. A healer with skills in treating the affliction com- 
plexes Siyaya 

TAPELO Eldest dau Married and living in 

takes place outside her house. 

KAYAMA 

LINGOMBA \YAMA’S father. The healer who treated Sasor and from whom 

HENERY KATUNGU WAMUNYIMA 

Ma MALUMO 


MONDE WAMUNYIMA 


ne occasion 
ors of these texts, a girl 
translator 
coupie iive in 
K ASIMONA \ non=relative of 
Ma MuyYAMBA Wife to K ASIMON 
MALIKANA NALUMINO K ASIMONA’s dead f{ 


Ma LuyanGa A divorcee livir 
the CHANA denomination [from which the NGOMBA denomina- 


1 specialist o! 


Drummers (three drums) 
Chorus of men and women m Mbonyi and Ngulu 


(civet cat) skin, 


Props—The MUNGA tree, < 
white beads. 


THE PLOT has three acts. In the first, MONDE WAMUNYIMA begins the process of diagnosing TAPELO’s affliction. 
At the beginning of the second, an attempt is made by MA LuyANGA to see if the modern Nzila complex of 
affliction is involved, but she is soon replaced by the patient’s mother Sasol and MONDE WAMUNYIMA again. 
Jointly a consensus of diagnosis is produced, identifying the unquiet spirit of L_YUMBI WAMUNYIMA as the cause 
of an “old” complex (Liyala/Siyaya) affliction. Stresses within the family of PETER MUNDIA WAMUNYIMA are 


revealed. After diagnosis and its proof, we receive suggestions of the pluralist sources of SaBor’s power. The 
final act involves KASIMONA and shows Sasol making a swift and therefore highly revealing diagnosis. The 


session ends by public assent. 


i erestecinnintetnsteeeiedcia:itsin.a-ankiddaaiedeniaieaaee 


Abbreviations: TR = translation; EX = explanation. Languages used in songs: L = Lozi; Mb = Mbunda; 


Kw = Kwangwa; Lu = Luyana; Lv = Luvale; S = Subiya. 
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A name in the left-hand margin (Liyala, Nzila, etc.) shows that a particular song is particularly used for this 


affliction complex. 


FIRST ACT 
(Naka, MW) Refrain 
Cut, cut the medicine of God! 


Whilst singing this, MONDE cuts up the roots of the MUNGA tree with 
a small axe, stripping off the outer parts and putting the pith into a 
cooking pot. It is repeated many times. 


The small one is in the drum 


(second line unclear) 


During this, the seated patient is sprinkled with water and fanned with 
A piece of tsipa skin is placed in the small of her back. 


You shouldn’t dance Liyala in a lazy way! 
Tapelo, you shouldn’t dance Liyala languidly! 
Tapelo, you shouldn’t dance Liyala in a lazy or languid way! 
Tapelo, lying prone, thrashes around in time with the 
drum rhythm 


Today I have broken part of my body. 
Today I have broken part of my body. 
Today part of my body is broken because I have travelled. 


: 
The small one is in the dru 


11 , 
(second ine unclear) 


(6) Kw an) es repeated antiphonally) 


(7) Kw Liyak ; Sikota* has decorated the drumt 
SO he should not Cry 


Chorus: Yowe! Yowe! 


* The reputed founder of Liyala healing cult. 
+ With an iron band 


Healer: In the magic circle* 
Chorus: Oh father! I am standing still! 
H: In the magic circle 
( Oh father! I am standing still! 
H: Within my father’s magic circle I am standing still 
( I am standing still! 
H: Where I am remaining 
C: Oh father! I am standing still! 
H: I travel and I rest 
C: Iam standing still! 
H: In the magic circle 
C: Oh father! I am standing still! 
H: In the magic circle 
( Oh father! I am standing still! 
H: Within my father Liyumbi’s t magic circle I stand 
( I am standing still! 


EX: * When a seance is being conducted in which the spirits of the dead 
are being invoked, it is normal for a circle to be drawn on the ground. 
Its boundaries may sometimes be marked out with special carved 
sticks (milamu)—plain sticks and small figurines on top. These sticks 
when planted at crossroads are also used to warn strangers away from 
the site of a seance. 
+ LryuMBI was Monpe’s father. 
The purpose of this song is to alert LiyUMBI’s silumba (spirit) of the 
present proceedings. 


Disease at the crossroads 


gia Healer: Liyumbi*, my younger brother! 
Chorus: Bring my child! 

H: Today lick (her)!*+ 

C: Liombekalala. .t 

H: Lick! 

C: ..Liombekalala, bring my child! 

H: Today lick (her)! 

C: Liombekalala.. 

FH: Liek! 

C: ..Liombekalala, bring my child! 

H: Liyumbi lick (her)! 

C: Liombekalala. 

H: Today, yee! 

C: ..Liombekalala, bring 

H: Lick! 

( Liombekalala 

H Today lick (her)! 

( Liombekalala, bring n 

H: Today lick (her)! Luyum 

( Liombekalala 
H: Mawe! Yee! 


( Liombekalala, 


EX: * As in the preceding s 
, Lo hek” 
profound; it is found in the roy 


~ The mythical whit who lives in the Zambezi along with 


q 1 


tle Dased and 


LINGONGOLE, the ynster serpent. Th ow licks the new Litunga 


(Repeated over and over many 


(10) Kw TR Healer Today I have alread) 
Chorus 
H 
( Woo 


EX: *I, the healer, hav 
witcher is amongst 


bewitcher which 


(11) Mb TR: Welcome to our c 
To our excellent chief 
Welcome to our chief 
Tundondo Woo! 
Welcome to our chief, 
Tundondo Woo! 
EX: Traditional song of we 
(12) Kw + IR: They want to bewitch 
How Akabondo suffe 
They kill Chindele 
The way Komoki suffers 
Woe! My drum has arrived 
I have seen Mushiba.? 


ED, as BINDEL! MAKUWA 
7 Ma MALUMO 
Son of MONDE WAMUNYIMA 


(Many times repeated) 


(13) Kw rR: Healer: It will not fall down, Mulongwe!* 
Chorus: Mulongwe! 
EX: *Even although I am dancing vigorously, my legs will not give way, 
Mulongwe! 
(14) Lu TR: Siyaya* of Mayendende can cause the neck to be broken. 
Siyaya of Liyumbi can cause the neck to be broken. 


(16) Kw 


(24) Mb 


EX: 
TR: 
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* After Liyala, probably the oldest disease cult in Bulozi. 


Healer: I cannot dance in a poor man’s village. 
What will you give me? 
Chorus: What will you give me, what will you give me? 
H: A healer cannot dance in a poor man’s village. 
What will you give me? What will you give me? 
C: What will you give me? 
Come and see how Nyambe dances; 
Come and see how he dances Manyanga* 


* Songs and diseases specific to hunters. 
(Repeated many times over) 
Healer: Tapelo has broken (part of her body) 
Chorus: The fool (meaning Tapelo??) has gone. 
Mukupisha was punished by Nyambe Mukope who eats people.* 
* Nyambe Mukope is therefore a muloi (witch); cannibalism is one of 
the main identifying signs. 
It has come! It has come! Slavery! 
It has come! It has come Nanyeke! 
us Chase away 
The birds who are ruining our sorghum 
You, chase away 


The birds who are ruining our sorghum 
Let‘us chase away 


The birds who are ruining our sorghum 
Shoo! 


life (accompanied by syncopated loud 


SECOND ACT 


MONDE is replaced as naka first by MA LUYANGA (Nos 22-26). 


EX 


Healer*: Hayi! Hayi! People (are singing)? the song 
called Chizelu! 
Hayi! Hayi! It has come! 
Mother, the divining basket!) has come toda) 
My divining basket has come from Katota.t 
Where does your divining basket come from? 
Get your divining basket! It has come today! 
Haya! Haya! Men have come! 
* MA LUYANGA, a divorcee living in a neighbouring village, Mwanja, 
is the accepted local expert Nzila naka 
+ The usual formula beginning an Nzila song. 
t Katota Chana, founder of the Nzila sect; Luvale in origin. 
§ The formula pronounced at the end of Nzila songs. 
The usual instrument of Mbunda and Luvale: Lozi use casting 


bones (litaula) 


Healer: Men, let us go and build the small Nzila house* 
Chorus: The mant is a Chief 
H: Let us all of us go and build the small Nzila house 
( Let us build the Nzila house, the Chief's 
Nzila house. 


* Nganda = Hupa (L): In the Chana version of treatment, a small 
circular hut is made for the patient within which he or she washes and 
Stays until cured. When the cure is accepted as real, the hut is des- 
troyed and with it the disease that had troubled the patient. The 
washing takes place early in the morning. 

+ = Chana. 


(Sometimes unison, sometimes antiphonal) 


(26) Mb* 


(27) Mb 


(28) Kw Siyaya 


(29) Kw 


(30) Kw 
(31) Kw 


(34) Kw 


Disease at the crossroads 


Burn in the fire today, burn in the fire 


Your friends are today receiving the divining basket 


Burn in the fire of Moya* 
Your friends today are receiving 
Receive the divining basket, it is burning 


* The name of the spirit which guides, advises and thus helps an Nzil: 
I . f 
patient to cure himself. Moya is sometimes the name applied to the 


whole movement. The image is of being aflame with the spirit (see 


below 52 [dialogue]) 


(Antiphonal) 


Lunenge, pick up the divi 


Tapelo, pick up 


Heale 


Chorus 


* The naka f 
+A village 


1 ] +) 11 
Likoloman 


You people 
Be happy! W 
My child, 1 


CPT) 
Receive 


rR 


Naka (MW ) 
TR 


tree Callec 
Sprinkle the 
Get fo ne 
Woo! Yeye! TI 


Get for her M 


* A sometimes tall 
+ Nyama 
* During No. | above, the roots, and piece: 


and placed with grasses in a cooking pot to ste 


which a sharp, rather bitte 


sprinkled onto Tapelo 


Healer Lumbe, Lumbe, let us drain the | 


ida 
ase removed 


, were chopped l 


t 


infusion 1S 


umbe! 


u v 


The Lumbe river is in SE Senanga district. In the dry season, when a 
I a chain of pools, these 


can be easily bailed out and the fish trapped in them easily 


stream or river has stopped flowing and sits in 


caught—an analogy for catching bewitchers 


Naka (MW): 
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Healer: If I can get home, 
If I can get home, home where we always play 
If I can get home, home to Lyakombe* 
Today the owner of the drums is happy. 


* Lyakombe was the home of the healer’s father, and the patient’s 
paternal grandfather, WAMUNYIMA. It emerges later that it is his 
silumba which is causing the present illness. Thus this song may be 
understood to show movement towards that diagnosis. 
Repeat of No. 33 
Naka (MW): 

rR: Healer: If you fail to beat the drum give it to me. 

TR: Friends, you should fear men! 
The drums of Monde 
I am afraid of the film* 
Friends, you should fear 
You, Lingomba, I am fearing the men. 


* “Sinema” = Film, but here means tape recorder. After this song, my 
assistant took the hint and hid the machine under his coat. 


(SABO!) 


Get yourself a healer: 
There is a tall man who eats you. 


(Repeated cycle in shaky unison, several times) 


Woe! (Tapelo) is surprised by that tsipa skin* 
given by the heir 

Mawe! She is surprised by that tsipa skin given 
to her by Moola’s heir? 

The tsipa skin which has so many spots. 


* Civet cat. At the beginning of the proceedings, Monde had placed a 
tsipa skin in the small of Tapelo’s back, tucked into the top of her 
skirt. White beads were then put onto the skin. 

+ Moola was the one who fought with Mwendanyjangula and, having 
vanquished him, was told to get a tsipa skin because of its magical 


pow ers 
(SABO!) 


Today don’t use wrong words to me 
Today drums are sounding, 

Today I am suffering, 

Today we are enjoying... [breaks off]. 


(SABOI) 
We should change it ladies. 


(This is said without finishing No. 40 fully and is as a result of being 
annoyed.) Then SABOI says: 


It is Wamunyima who is bewitching Tapelo. 

You people of Ngulu be careful! Immediately my child (Tapelo) dies 
you will give me another [to make even; i.e. someone will also die]. 
You all talk too much. 


DIAGNOSIS MADI 


(41) Kw + L Liyala TR: Sasol: I am surprised at the way you are dancing 
TAPELO: Woyo, yaya, I have recovered. 


... AND PROVEN. 


(42) Kw + L Liyala TR: Woyaya! She doesn’t want him 
The fool who was come 
You see my father who is an old man 
The fool Kabila has come. 


(43) Mb + L* (Moaning by riaka Sasol precedes the song whose vigorous rhythm 
immediately identifies it as Makuwa). 


Disease at the crossroads 309 


[Throughout the song, the naka is talking “gabble talk” like speaking 
with tongues. It is supposed to be sikuwa (English) and contains the 
recognisable phrase, “I love you”. ] 


TR: People: Ma Tapelo (Saboi) is walking in a strange way 
Chorus: Tapelo, you must eat rice, tea and bread! 
People: Saboi is walking whilst eating filthy things 
Chorus: Tapelo, you must eat rice, tea and bread! 
People: The way she is walking, she might eat snot 
Chorus: Tapelo, you must eat rice, tea and bread! 
People: O yaya, she is walking strangely 


*Mbunda mixed with Lozi makes Mazungu, imitating whites. An 
immensely interesting song, describing SABOI’s powers in terms of 
abnormalities which give “dark” power 


(44) L + Lv Makuwa SABOI: Today we are washing, we are 
Woya, woya, white man* 
White man, white man my Wamunyimat 
I don’t want dirty things in my house 
Oh I really love you! 
My Tapelo, I am really ashamed 


My Tapelo, this very day I went to my mother 


+ Literally (Lv); here it refers to the disease Makuwa (L) 
+t PETER WAMUNYIMA MUNDIA, het 


(45) Machawa-Chawa like Healer The horse, see 
Maimbwe) I see how 
Chorus: Mother see 
Father see 
Cf. Appendix “A”, No. 5, Mumatuke 
TR: Nalikati [is putting on] 
EX: * Ngombe Cow (I 
dress worn before cloth 
and fall of skin.) 


Namuyengo’s loincloth 


Woyo woyo! My 


Yowe yowe! My parent-in-law has come 


THIRD ACI 


K ASIMONA enters proceedings complaining 
Naka SABOI: How are 
KASIMONA: I am sick 


(49) L SABOI Woyowe! Likumbi 1 
Kasimona | 
Kasimona, y« 


Conversation 
Kasimona, do you want me to be jailed after divining yout 
sickness? 
No 
Do you know why you are sick 
I don’t know. There is no jailing 
You want to bring some misunderstanding on the drums of 
my daughter who is sick? 
Nothing will happen, you will do it 
Do you know what causes you to be sick? 
No. 
So why didn’t you report to my husband and all my rela- 
tives before coming to me? All these relatives leave their 
food and come to help me to carry Tapelo immediately she 
becomes sick. So I am really ashamed of you [for interfering 
in this curing]. 
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You! (now addressing her guiding spirits) I have told you 
already that if there is someone sick you should tell me well 
in time. You should tell me well in time if what I am going 
to tell is not truth. I don’t want you to make me a “blerry 
fool” (bloody fool). I can arrest you now! 


TR: Kasimona is sick 
I cannot dance; Kasimona is sick 
I cannot dance; Kasimona is suffering! 


Conversation: 

S: Madam (addressing KASIMONA’s wife), did you tell me that 

Kasimona is sick? 
Wife: No. 

S: You are also really sick my child. I cannot deceive you. As 
soon as I entered this village I didn’t see you coming to 
assist me with my daughter Tapelo. Since coming here, we 
have had to carry her in and out; she couldn't help herself. 
But you are really sick. (To KASIMONA) Do you know what 
causes your suffering? 

K: I don’t know. 

S: You don’t know how the sun rises and sets and when you 
ire sleeping? 

K: I don’t see what happens. Maybe you Saboi see it in the 
divining basket. 

S: Do you know what you are suffering from? 

K: I don’t know. 


IR: If you mistreat me, this man is going to die! 
Woyowe! Yowe! This man is going to die! 


Conversation 
S: This man who is with you is not a witch. Do you under- 
stand me well? 
K: Ido, I do! 
S: He (KAsIMONA) should give the name of his parent to one of 
his children, otherwise he will die. This name should be 
“washed” [i.e. ku pailela. The evil spirits in the child are 
removed with libation of maize meal mixed with salt and 
tobacco poured in the corner of the hut]. Do you know that 
when this spirit has taken a long time in you you have got 
to get someone to “wash” it? 
K: I don’t know. Who is this person I should mention; a man 
i Woman’? 


TR: Come! Come! In the drums come! 
EX: Sasol is calling for help from her spirits through the drums. 
SABOI (moaning and crying): The fire is killing me! The fire is 
killing me! (She becomes possessed). (To KASIMONA): 
Don’t you wake and ask what are the dreams for that I 
have been dreaming. Don’t you say so? 


I do! I do! 

SABOI: You even ask your wife Ma Muyamba, “What sort of 
dreams am I dreaming? I didn’t kill anyone, I didn’t go 
to the graveyard”. 

KASIMONA: I do! I do! 


K ASIMONA 


TR: Yowe! My child! Yowe! 
Conversation: 
S: When you close the door of your house, after sleeping for 
some hours, do you not find it open again? 


K: -Itas so. 


S: It is the spirit (silumba) of your father. 
TR: Malikana* is your gravekeeper 
Malikana Nalumino 
Malikana is your gravekeeper, the son of Nambwenga. 


EX: * Father of KASIMONA. 


Disease at the crossroads 


(55) Kw + L Maimbwe : You, I can take you to your mother where the fire is burning, 
Nambwenga* I can take you to your mother where the fire is burning 
You Saboi! 
Your child! 
Your child Monde I can take to your mother where the 
fire is burning. 
* Grandfather of KASIMONA 
(56) Kw TR: SABOI: Mawe! My child, I have reached Miulwe*, my 
home area 
Mawe! I have reached Miulwe, my home area. 
* SABOI’s home, about 20 miles to the East 
Muba Now I begin to « 
Father of Yukat, you are not sure how to beat 


ck of Muba 


Today I am dying of shi 


The half man; Mwandanjangula, Njanwa Mulo 
> of the drut 
+ Shock at seeing Muba (when this happens y« 


(58) Mb Muba/Nzila : Tt will happen 


What happens t 
(59) Kw 


The first part of a healing session for an entire ne 
bourhood conducted as a public meeting 
MUTOMPEHI LINGOMBA MULULU, leader of 
denomination which in the late 1950s ceded from the and holds it to his ears 
main Nzila organisation led by KATOTA CHANA connected to LINGOMBA’s guiding 
presiding. then g him advice about specific cases 

Most of the congregation are women, already have been talked to in this way the session can bes 
members of the denomination. They have come with n my case, after he blew upon my palm, LINGOMBA 
their bottles in little white cloth bags in order to asked my nam Prins (Dutch) = Prince (Eng- 
obtain refills of the healing water. Others are actually — lish Mwanamulena (Lozi). He pronounced me to 
afflicted, as becomes clear in No. 16 below ye “very well born”. ] 


Je scene is a small clearing shadec yY mango and he portion of the proceedings given here takes us 
Tl 1 mall cl ig shaded by mans [he portion of the | i f 

banana foliage. LINGOMBA comes into the meeting from the beginning to the point where members of the 
and sits. Then one by one, the people come to kneel ns tion began to become possessed 


Dramatis personae 
MUTOMPEHI LINGOMBA MULULL Founder of the denomination and 
salaried chief and a judge 

Ma MUuIMUI His local sponsor in this session. She conducts the cateche- 
tical songs 

Ma NYAMBI A local Nzila healer who assists MA MUIMUI in conducting 
the session 

Bo MUSENGI A young man, leader of the “Lingomba Choir Team”. He 
leads the sequence of hypnotic wave-like songs during 


which women become entranced 
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{bbreviations: As before (Appendix B). 


Tk: 


EX 


TR: 


Ma Murmur: To Lingomba to reach towards the good life and harmonious 
living. 
To Lingomba to reach towards the good life and harmonious 
living. 
To Lingomba to life and harmonious living. 


Water is medicine* 

Water is medicine 

Water is medicine to cure people 
Water is medicine, it is medicine 
Son of Godt 

You, Son of God 

You, Son of God 

Give homage! Give homage Yooshoo, 
Y ooshoo, give homage! 

It is medicine, water is medicine 
Water is medicine to cure people 


* This is called “The Water Hymn” (Pina ya mezi). Water is at the symbolic and 
therapeutic heart of this Nzila denomination. The major difference at this level 
which distinguishes it from the Chana Nzila denomination is that whilst the latter 
perceives the main therapeutic power to be in tusenge—herbs collected by the 
patient whilst controlled by Moya—here all power is present in water. It is given 
the special name munda. The description of munda given after the session by MA 
NYAMBE is intensely interesting: the best munda is scooped from whirlpools 
(malolo) in the middle of the Zambezi. This aerated water is infused with extra 
power from the presence of air. The water is then held up to the sun so that the 
power of the sun may also enter into the munda. Moya, the nebulously defined 
“good” spirit of Nzila is present in everything, but with special vigour in the sun 
and the air. Thus we may understand that the munda used in the healing sessions 


harnessed the positive forces of three elements. 


+t Njambi (Mb) = Nyambe (L) = God. 


LINGOMBA: Lingomba. 
People: Deliver me Lingomba, succour me! 
L: Lingomba. 
P: You Lingomba 
I Lingomba. 
P: Lingomba dreams (noun) 
I Lingomba 
P: Lingomba back (of a person) 
I Lingomba.. 
P: Lingomba neck 
I 


Lingomba 


People: Lingomba, Lingomba, come out of the house! 
Come out of the house Lingomba, 
It’s Saturday, 
It's Saturday 
Come to the meeting! 
Come to the meeting! 
There you are given gifts 
There you are given gifts 
and responsibilities. 

(2nd verse) Lingomba, Lingomba, come from over the other side 
Lingomba, Lingomba, come from over the other side 
Lingomba, let’s go 
Lingomba, the originator,* the preacher 
There we are baptised in the churches. 


* Derived from the verb seula: to rain the first rain of the season (in fact a 
grammatically improper derivative). Thus, by analogy, the founder, originator. 


Ma NyAMBE: The new year has come of this year 
The new year of baptism has come. 


Lingomba first dreamed of healing people after being baptised. This refers to that. 


(10) Lv 


EX: 


Disease at the crossroads 


LINGOMBA: Ngongi sounds,* ngongi sounds 
Ngongi sounds, it cries that you were in good health 
Ngongi cries, it rings. 

Chorus: Ngongi sounds, it sounds. 

LINGOMBA: The Ngongi of Lingomba 
calls the people at the minest 
it calls the people at the mines 
Ngongi, ngongi 
Ngongi calls the people of Sesheket 
Ngongi calls the people of Nalolo 
Ngongi calls the people of Libonda 


Ngongi calls the people of Limulunga 
Ngongi calls the people of Lusaka 

The ngongi belongs to Mr. Lingomba 

It calls the people of Mongu§ 

It calls the people of Livingstone (“Livingi”). 


* Ngongi: a flange-welded clapperless double bell of iron. Ku lila means literally 
“to cry” or “to wail”. It is customarily applied to Ngongi. Ngongi is probably the 
oldest symbol of chiefly power (as distinct from royal power) in Bulozi. It is the 
symbol of office held by many of the most powerful chiefs 

+ Migration for short term contract work in the Rhodesian and South African 
mines was the primary form of wage labour for Malozi during the colonial era 

t The first three places are the second ranking royal establishments (milenen) after 
the king’s capital, Lealui. Limulunga is the king’s flood-time residence when the 
Bulozi plain is under its annual innundation. 

§ Mongu (Mungu) is the provincial centre of administration; Livingi is the normal 
Lozi abbreviation for the city of Livingstone, the gateway to the south 


We are going to meet on high, lez 


x ae 


Unlike Chana and his “Twelufu” we go to church on Sunday and therefore will g 


to heaven. 


Moya” strikes! 
Woe! Woe! Moya 
Moya strikes 
Moya, do not pr 
Moya, do not tie 


Moya strikes the heart, we beg 


Moya strikes tl 

Moya brings me t 

Moya strikes the 

Moya 

Moya strikes the eyes, we beg! 
Woe! Woe! Moya strikes, we beg! 


Moya, do not prevent me from visiting, we beg 


* The difference between Moya and Nzila was explained by MA NyAMBE: Moya is 
the Nzila affliction in the whole body; Nzila is Moya here and there in the body 
(“Moya ki Nzila mwa mubili kaufela; Nzila ki Moya ku fita kai ni kai mwa mubili”) 

+ Ku lenga has the transitive meaning “to strike” (like lightning) and the intransit- 


ive meaning “to feel pain”. Thus here the transitive use has a resonance of the 

intransitive sense. 

t “We beg” at the end of each line becomes a refrain taken up by all 

Notice how this song vocalises the opinion that Moya has both positive and 

negative potential. 
Ma NyYAMBE: Take the divining basket, don’t find fault with 
it, child 

Sinjungwe, my child 

Take the divining basket, don’t find fault with 
it, child. 


Ma NyAMBE: Burn (in fire) today, burn today 
Your friends are receiving the divining basket 
[it?] burns 
Lunenge, pick up the divining basket 
I go, it burns. 
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Cf. Nos 9 and 10 with Appendix B Nos 24 and 25. 


Ma NyAMBE: Kasima Nalubanda* 
Chorus: Oh, become untwisted 
Oh. become untwisted 
Ma NyYAMBE: God! Damn it! Help Kasima Nalubanda 
Chorus: Oh become untwisted 
Oh become untwisted 
God! Damn it! Help! 
Help him and others 
in all things. 


ingomba! Damn it! Help! 
e patient 


! Gallop! Oh ai! Gallop! 
e of the Moya followers is a fast one 
) horse of the Moya people, 


feast [lit: drums] I cannot dance because 
Is of dust [meaning more broadly filth] 
east I cannot dance because 

{ dust 

has been brought in this feast 


f di 
i dust 
technism 


lulu, it is here that he 
on Saturdays 
’ do, do they say? 
to us, the sufferers of Moya. 
do, do they say? 
nes to give us water and to pray for us. 
People hat is the charge? 
4 MUIMUI: It’s one pound [wani poundi] as a gift of gratitude. 
People: [What about] to give him chickens? 
Muimu!: He himself refuses, he dislikes theft. 
People o give him cattle? 
Ma MurimMul!: He himself refuses, he dislikes theft 
People give him dishes? 


Ma MuIMul imself refuses, he dislikes theft 


he comes on Saturdays 
People: Those things are rubbish [malabishi]. 
Ma Murmul: He himself refuses, he dislikes theft. 


> split between Chana and Lingomba became open in a law suit between the 


1 


two denominations over the principle of charging for treatment. Lingomba took a 
stand against charging 
Ma Murmur: Lingomba Mululu is this man, he comes 
Chorus: It’s this man, he comes 
Ma Murmur: Lingomba, welcome him! 
Chorus: It’s this man, he comes 
Ma MurMul!: Prophet 
Chorus: It’s this man, he comes 
Ma MuIMUuI . welcome him! 
Prophet, prophet 
Chorus: It’s this man, he comes 
Ma MuimMul: Welcome him! 
Prophet of Moya, 
He cures with water 
Chorus: It’s this man, he comes 
It’s this man, he comes 
Ma MuiMul: ...he cures with water, no roots,* 
There are none, there are none. 


SSM. 13/4a—F 


Disease at the crossroads 


* See explanation to No. 2*. 


Bo MuSENGE: All come here, you the sick people 
All come here those with troubles. 


After this initial statement, these two lines are taken up by the congregation as a 
wave-like repetitive chant. However, at the end of each cycle, Bo MUSENGE shouts 
out what will replace “you the sick people” in the first statement, thus (in sub- 
sequent verses): 


those with hunting sickness 
those with Mumatuke 
those created 

I see you 

the Chana denomination 
the Lingomba people (Ba Likomoki*) 
those giving birth 

the mourners 

treat yourself! 

the farmers 

those with back trouble 


* Komoki = cup. The Chana Nzila places great significance upon a china cup filled 
with a bone paste fashioned into a raised cross on top, like a hot cross bun. This is 
called cuptea; hence the generic name: “the cup people” 


During the very lengthy performance of this song, women in the congregation 
begin to become possessed. Some sit and sway in time with the hypnotic rhythm, 
others begin to scream, to enact their various afflictions. Some rush up the bucket 
containing munda which they take, drink, splash over their heads. Others rush up 
to Lingomba who gives treatment. For example, one woman has severe stomach 
pains. He punches her quite hard in the stomach, she lets out an enormous belch 
and returns radiant to her place. A small child has fever; Lingomba washes it in 
munda etc. Meanwhile Bo Musenge continues a series of similar refrain songs. ... 


After a considerable time, Lingomba sings again [keeping to actual sequence] 
LINGOMBA (spoken): Water from the river is a prayer 
LINGOMBA: Hippopotamus, child of the whirlpool! 
Chorus: He surfaces in mid-stream 
LINGOMBA: The sands betray him 
Chorus: He surfaces in mid-stream 


Cf. Appendix A No. 16 


The nature of the session now changes. Lingomba begins to fill the bottles of the 


congregation with munda and they replace them carefully in their little white bags. 
The songs acquire a mixture of Christian sentiments, for example: 


Be well, be well, wake, baptize us 

Spirits of the ancestors, spirits of the ancestors 

Family [meaning the dead ancestors], we are unable to pound [maize] 
We shall say it is Moya 

Family, we are unable to spear fish 

We shall say it is Moya. 

Be well, awaken, Christian. 


The session continued for several more hours 
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Abstract 


The history of precolonial Equatorial African medicine may be viewed through three types of 


transformations: successive classifications of medicinal taxonomies over time; the shifting base of cor- 


porate social structures of healing organizations (a measure of their control of resources) 
changing legitimating ideology of particular medicines in general cultural cosmologies 
reconstruction will be made of major public healing associations 
societies immediately inland over three centuries, with special 


and the 
A historical 
“drums of affliction”—in Loango and 


| attention to Lemba, the dominant one 


which emerged in the seventeenth century in conjunction with the international trade between the coast 


and Mpumbu market at Malebo Pool. Such a long-range view of one Equatorial African therapeutic 
tradition, and the rise and decline of therapeutic profiles within it, yields understanding of the ge 


wtic 


general 


nature of therapeutic institutions in Bantu-speaking Africa 


INTRODUCTION 


If “cultural transformations” [1] are construed as his- 
torical processes, the analysis of an institution or a 
cultural domain over time will require the discovery 
or invention of regularities operating within a culture 
structure on a diachronic basis. Such a project should 
reveal the backdrop of a common culture against 
which variations and transformations in a_ wider 
society might be related. In Bantu-speaking Africa, 


numerous scholars have established the grounds of 


such a common culture. There is, for example, Guth- 
rie’s work on proto-Bantu language [2], Murdock’s 
and Oliver’s work on subsistence technology and 
crops [3,4]; kinship studies of the region, of which 
Murdock’s [3] and Richards’ [5] contributions 
though outdated, are still helpful; studies by 
Olbrechts [6] and Thompson [7] on style and aes- 
thetics; by Vansina [8] and De Heusch [9] on politi- 
cal complexes of the region; by MacGaffey [10], De 
Craemer, Vansina and Fox [11], and Ranger [12] on 
religion of the region. 

A comparable approach should be possible in the 
study of therapeutic institutions of the region. Exist- 
ing literature on the therapeutics of Bantu Africa is, 
however, dominated by fragmentary accounts of heal- 
ing customs, beliefs and traditional curers in context- 
free format lending little insight into the structure of 
healing practices. More helpful are systematic 
accounts of particular practices such as diet [13], eco- 
logical adaptation [14], and cosmologies [16-22], or 
the histories of corporate therapeutic groups in social, 
political and economic context [23, 24], or of national 
health care and medical systems [25,26]. However 
promising these works appear, they betray enormous 
gaps in data, and their conceptual schemes are not 
readily reconciled. 

In my own work I have developed an analysis of 
African therapeutics by studying contemporary indi- 
vidual cases and the manner in which they are 
managed by a combination of their lay kinsmen and 
others, including the practitioners consulted. Taken as 
a whole from episode to episode in each case, and 


cumulatively across cases, the pattern of the entire 


30]. Such a medical sys- 


medical system emerges [27 
tem I have defined for comparative purposes as the 
total construct of (a) the indigenous taxonomy’s con- 
ception of a problem in need of a therapeutic remedy; 
(b) a technique-social, pharmaceutical, symbolic 
regularly utilized in response to the problem 
practitioner or set of practitioners who take the tech- 
nique in hand, whether they be laymen (in the “ther- 


apy managing group”) or consecrated specialists; and 


(d) the social context of the decision to util 
another, ora series of, therapeutic options [30] 
These dimensions of the medical system correspond 
roughly to several verbal cognate terms or concepts in 
Bantu-speaking Western Equatorial African culture 
history [2] and may be presumed a valid basis for the 
historic reconstruction and comparison of therapeutic 
institutions. The term /ok in proto-Bantu suggests one 
area, that 


the misuse of the 


deriving 


important problem or “sickness” 


from social disorder or power of 


words. In Kongo this root lok lies behind the contem- 
porary cluster including loka, or n’loko, invocation, 
curse, effective oratory; n’doki, witch or the mystical 
power of the chief; kin’doki, witchcraft; thus the 
power of words and human skills leading to disorder 
or illness or order and health. Other cognate terms 
would be needed to round out this view of culturally- 
defined problems behind affliction 

A review of proto-Bantu terms 
aspects of the medical system, including therapeutic 
technique or medicine; more specifically, in Kongo 
the term n’kisi (plural min’kisi), denoting consecrated 
knowledge, sacred medicine, charm, all related to the 
inspiring spiritual forces behind them (bakisi). The 
contents of an n’kisi are called bilongo, from longo, the 
sacred, another cognate with a rich and widespread 
history. The ingredients often combine what modern 
medical understanding would call “active” properties 
or agents possessing potent chemical substances with 
“symbolic” or cosmology-creating ingredients which 
bring together the human, natural and supernatural 
universes into a single statement. 


reflects other 
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Although the Western Equatorial African region 
has many secular therapeutic techniques and casual 
practitioners—everyone knows some remedies—the 
point of orientation of the most powerful and many 
new medicines is the consecrated magician-priest 
(nganga, plural banganga), specialist of one n’kisi or 
several min’kisi. Major min’kisi are referred to as 
“drums”, or those consecrated medicines whose 
powers are “drummed up.” The proto-Bantu term 
ngoma spans the mid-continent, referring on the east 
coast [12], the west, and midway between [18] to 
these unique corporate groups or communities which 
have so appropriately been called “drums of afflic- 
tion”. In the Kongo-speaking region nkonko and 
nkonzi also have this use 

However readily a scheme relating behavioral cate- 
gories to culture historical terms may be produced, 
there are major hurdles to a history of Western Equa- 
torial Bantu therapeutics because of the difficulty of 
finding data to fill the empty proto-Bantu categories. 
Just what types of social conflicts were thought to be 
unleashed by witchcraft several centuries ago? And 
which types of healers, using which techniques, were 
consulted for them? We know very little. Vansina, 
who has demonstrated the application of linguistic 
history in the reconstruction of culture history among 
the Kuba of Zaire [31], is nevertheless doubtful that a 
true intellectual history can be produced without 
better historical data. Prins, elsewhere in this collec- 
tion [32], proposes to do an experimental intellectual 
history of the past century among the Lozi by study- 
ing the major therapeutic modes they have adopted, 
thereby inferring the concepts of problem or crisis 
and the rationales for solutions. In sum, better data 
are required than often available to grasp the thera- 
peutic decision making context, the variety of thera- 
peutic alternatives at hand. 

Fortunately such conditions partially exist in a few 
localities of Western Equatorial Africa, the one to be 
studied here being the Loango coast. One such loca- 
lity permits us to offer at least an orientation for the 
general regional history of therapy, extending back 
the perspective of therapy management from a social 
context, within a pluralistic medical system of alterna- 
tive solutions to particular problems in a setting of 
shifting political and economic circumstances. Special 
attention will be paid to Lemba, the major “drum” of 
the Western Equatorial region from Loango to 
Malebo Pool (near today’s Kinshasa), and its role 
from the seventeenth to the early twentieth century. 

Three types of cultural transformations will be 
examined in this therapeutic history of Loango and 
its hinterland. The first is the variations and shifts in 
the classifications of medicines over time, identifying 
which disappear and which new ones appear; the 
second is the relative degree of corporate strength 
such medicines enjoy at particular points or spans of 
time, thereby judging their influence, command of 
resources, and role as representative of political and 
economic forces; finally, transformations will be 
examined in the ideological and mythological rooting 
of these major associations—especially Lemba—in 
the conventional belief culture, so as to grasp the 
manner in which selective legitimating emphases are 
built up and defended by particular institutions. 

A history such as this is intended not only to pre- 
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sent relatively good sources on therapeutic history 
from the one locality where such exist, but to correct 
recent writing on so-called traditional African medi- 
cine. Much of this writing projects onto the ethno- 
graphic data a narrow pathological orientation akin 
to that held by modern biomedicine, predictably find- 
ing African medicine to be “magical”, “religious”, or 
“political” by comparison. In the profile of African 
medicine that emerges from the present project, it is 
clear that an important dimension of its preoccupa- 
tion is that of building up a sound moral order—a 
preventive social construction—rather than of chasing 
down minute pathologies as they appear. This explains 
why the penetration into Africa of modern biomedi- 
cine, despite its great curative value and popular 
recognition, has not severed pre-existing tradition, but 
is finding a niche within or alongside it. 


TRANSFORMATIONS IN MEDICINAL 
TAXONOMIES 


The excellent Loango coast documentary record 
permits an accounting of replacements and shifts of 
emphasis in the inventory of min’kisi over several cen- 
turies. Read alongside changes in political, social and 
economic history, this ritual or therapeutic history 
provides a “barometer” of the perception of change 
and responses to it in the manner suggested by Prins 
elsewhere in this work [32]. 

Although earlier observers mentioned Loango 
medicines, Dapper’s seventeenth century account was 
the first to present a systematic view of Loango’s min’- 
kisi medicines and their priests [33]. Almost certainly 
Dapper’s inventory misses some major medicines or 
shrines, for example Bunzi the earth shrine of the 
region, yet the presentation suggests a ranking from 
most important or central to the kingdom to more 
peripheral in importance. 

Tiriko, a shrine near Loango in Boarie, is made of a 
house whose roof is held up by four anthropomorphic 
pillars. Tiriko’s priest, accompanied by a boy acolyte, 
daily prays for the health of the king and the well- 
being of the land, the growth of crops, and the luck of 
merchants and fishermen. 

Boessi-Batta, another n’kisi, is specialized in the 
task of bringing long-distance trade goods acquired 
elsewhere into one’s household domain without con- 
taminating it. It is thus pertinent to the merchant’s 
life. Boessi-Batta consists of many objects distributed 
in two separate parts: a shelf-like construction at the 
door of the merchant’s house, and several moveable 
containers. One of these, a large lion-skin sack, is 
filled with many kinds of shells, iron bits and ore, 
herbs, tree bark, resin, roots, seeds, feathers, claws, 
rags, fishbones, horns, teeth, hair and nails of albinos 
and other “unnatural” creatures; a veritable deposi- 
tory of cosmic representations. To this satchel are 
added two calabashes decorated with cowrie shells, 
iron hooks, and topped with a bush of feathers and 
colored with red tukula wood powder. The opening of 
one of the calabashes is carved to resemble a mouth- 
like orifice, into which wine is poured to activate the 
n’kisi. When merchants go abroad to trade, they take 
these moveable parts weighing 10-12 lbs with them. 
On returning, they are met by the priest of Boessi- 
Batta who, with lines drawn on body, incants in rising 
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tone of voice as he unpacks the n’kisi ingredients, in 
parallel with the merchant’s actions. Presently the 
priest’s eyes exorbit as he becomes possessed with the 
spirit of Boessi-Batta. Drinking a liquid to calm him- 
self, he declares the wish of Boessi-Batta, the fee, and 
measures to be taken or other medicine to be utilized. 
Boessi-Batta thus deals with the problems of the mer- 
chant, his passage outside of his household and loca- 
lity, and his return home. 

Another n’kisi in seventeenth century Loango is 
Kikokoo, residing in an anthropomorphic wooden 
shrine in the seaside village Kinga, at the site of a 
large cemetery common to Loango Bay. Kikokoo 
protects the dead against witches (doojes, ndoki) who 
in their nocturnal craft are said to drag off the souls 
of the dead to slavery and forced labor. Kikokoo also 
assures the arrival of ships with fish and merchandise. 

N’kisi Bomba is celebrated in a special feast associ- 
ated with the coming out of Khimba initiates who are 
dressed in a head garb of feathers and skirt of palm 
rafia, and who wave a red and white hand shaker. 
Their frenzied drumming and mock-mad behavior is 
the final public phase of the initiation. Later accounts 
of Khimba indicate that Bomba is Mbumba Luangu, 
the rainbow serpent spirit. 

Lemba, in Dapper’s recital of Loango coast minkisi 
of the seventeenth century, is a Moquissie of great 
importance, worthy to be honored by the king, for 
whose bodily health it serves. As long as he does not 
become ill, it is noted, he is surely kept well by it. 
Lemba in this account consists of a small four-cor- 
nered mat one-and-a-half feet large, with a draw- 
string at the top (making it a satchel), in which are 
placed several small calabashes, cuttlebones, feathers, 
dry shells, iron bits, bones and the like, all colored 
with red tukula. In the Lemba ceremony, the distinc- 
tive Lemba drum is played in a distinctive way by a 
boy, and is accompanied by rattling shell whistles. 
-Consecrated kola is spit. into a small pot filled with 
tukula and consecrated water, and this is then sprin- 
kled with an asperge onto the n’kisi, the body of the 
priest, and that of the king, to the accompaniment of 
singing and chanting. Nobility in attendance receive 
the special Lemba annointment (red tukula in stripes), 
thus absorbing the honor of Lemba. After this, the 
n’kisi is hung, with its small pot, asperge and satchel, 
in its appropriate place. Later accounts indicate this is 
within the house of the Lemba priest or a special 
Lemba house behind his residence. 

Other medicines noted by Dapper include Mak- 
ongo, consisting of rattles, drums, small sacks and red 
fish hooks; Mimi, a small house shrine in a banana 
grove with a throne holding a basket of objects in- 
cluding a “paternoster” of seashells and a wooden 
statue of Father Masako (?); Kossi, a sack of white 
snail shells filled with white clay and used in rites of 
crawling between one anothers’ legs, eating, washing, 
donning bracelets and bands of protection against 
lightning, thunder and sickness; Kimaje, a pile of pot- 
sherds on which priests deposit old ragged caps and 
other worn out ritual paraphernalia and dedicate new 
replacements, so as to assure the new moon and new 
year’s coming, as well as protection on the seas; 
Injami, a shrine found in a village near Loango, repre- 
sented by a huge statue in a house; Kitauba, a huge 
wooden gong used in swearing oaths or sending sick- 


ness to another; Bansa, another statue covered with 
red powder; Pongo, a “wooden” calabash or con- 
tainer covered with cowries, filled with many carved 
symbols, used in “black magic”; and Moanzi, a par- 
tially buried pot between two dedicated trees, con- 
taining an arrow and a string on which are hung 
green leaves, and whose adherents wear copper arm- 
rings and avoid eating kola. 

This seventeenth century inventory of medicines re- 
flects accurately what we know through other types of 
sources about the Loango kingdom and society. The 
kingdom is still intact, as repeated references to the 
well-being of the king suggest. Passing reference in 
connection with n’kisi Tiriko to trade, alongside the 
health of the king, prosperity, the soil’s fertility and 
good fishing situate it in a way that it is not perceived 
as a great threat to the kingdom’s structure. However, 
in the symbolism of Kikokoo and Boessi-Batta there 
is a hint of more serious problems resulting from the 
trade, especially the slave trade 

Kikokoo’s characteristics are laced with slave trade 
attributes, including the forced labor of kidnapped 
souls and the acquisition of trade goods. The kisi 
appears to reflect the ambiguity felt over desiring 
trade goods while wishing to be protected against 
slavery. Boessi-Batta as well reflects a concern for the 
protection of the household from defilement of goods 
brought from afar, but with the same ambiguity over 
these goods being charged with attractiveness. Boessi- 
Batta’s importance is indicated by the fact that it was 
exported with slaves to Haiti where the symbolism of 
the household vs the beyond remains in the Bosu 
shrine of voodoo. Lemba’s presence in the hands of 
the nobility reflects a trend that increasingly took 
control of trade out of the hands of the king and his 
ministers of trade (mafouk) 

Historical conditions in 
centuries after Dapper’s account have been docu- 


Loango in decades and 


mented and analyzed in great detail [34]. The inter- 
national trade, initially controlled in the coastal king- 
doms of Loango, Kakongo and Ngoyo by the king’s 
trade ministers (mafouk), had begun with copper and 
ivory exports in the sixteenth and early seventeenth 
centuries (e.g. 40 tons per year of copper from the 
Loango coast). However, this “legitimate” trade was 
gradually replaced by trade in slaves, so that by 1680 
4000 slaves were being exported annually from the 
three ports of Ngoyo, Kakongo and Loango. By the 
early eighteenth century, this figure had clirnbed to 
15,000 slaves per year [34, pp. 86,94]. Not until the 
early nineteenth century did this volume in slaves 
begin to taper off, being replaced by “legitimate” 
trade by the last quarter of the century. 

During this period, the tight control of trade by the 
kings had given way to a trade flow controlled by an 
increasing number of mafouk who no longer repre- 
sented the kings, but their own or clan interests, and 
who transacted trade directly with European mer- 
chants and companies. The kings themselves were 
reduced to dealing increasingly as private parties with 
traders, rather than on behalf of their polities. By the 
early nineteenth century the structure of royal suc- 
cession in Loango had collapsed, being replaced for a 
time by a succession of interregnum officers, the 
“cadaver priests” (banganga mvumbi). Not only in the 


hinterland, on the trade caravan routes to interior 


320 


markets (like Mpumbu), but right in the coastal capi- 
tals, power was taken over by an indigenous mercan- 
tile élite. In most instances, this élite was the Lemba 
priesthood, whose mercantile prowess supported the 
recruitment of new priests and the exchange of cere- 
monial wealth. 

A third development in the coastal societies needs 
to be mentioned, pertaining to the structure of 
shrines. Loango was held to be the most prominent of 
the three kingdoms in a political sense; its ruler held 
semi-divine status as supreme ruler (ntotila) and 
supreme judge (ntinu), with a close relationship to 
Nzambi the Creator. Rituals of first fruits, rainmak- 
ing, and eating and drinking in isolation were his 
charge; a state flame was maintained by him and dis- 
tributed regularly to the region’s hearths. But in one 
respect Ngoyo was most prominent, for its territory 
contained the major shrine Bunzi, to the earth god- 
dess. The relationship between the three kingdoms 
was described by analogy as that between husband 
Loango (nunni) to wife Kakongo (mokassi) to priest 
Ngoyo (itomma) [36]. During the period from 1700 to 
1850 control of Bunzi’s shrine slipped out of the con- 
trol of the royal families or their priests and came to 
be represented in the dispersed chiefdoms of the inter- 
ior who controlled the trade; these derivatory Bunzi 
shrines were called “pseudo-Bunzi” by the late nine- 
teenth century scholar Bastian [36]. In the Teke king- 
dom a similar transformation occurred, in that the 
n’ kobe lords who claimed major power in about 1650, 
and generated moveable shrines derived from the cen- 
tral earth shrine, left the king Makoko but a ceremo- 
nial figurehead [37]. 

By the mid-nineteenth century, for which there is 
again excellent documentation on Loango’s min’kisi, 
provided by Pechuel Loesch [38] and Bastian [36] of 
the German Loango Expedition of the 1870's, there is 
no mention of the king and his well-being. Rather, 
central concern is expressed for control of trade, adju- 
dication and retaliation, thief- and witch-finding, and 
fertility 

Bunzi, the traditional earth shrine, is now held to 
be an important palaver oracle, as well as a rainmak- 
ing oracle related to the wind that brings rain. 
Pechuel-Loesch considers this to be an abberation so 
great that this Bunzi is a pseudo “male” Bunzi variant 
[38, p. 380]. 

Now-extinct Kikokoo has been replaced by female 
Gombiri, protector of Loango Bay, hunter of witches 
and murderers. Mansi, already an ancient n’kisi men- 
tioned by Dapper, continues to serve as a protective 
shrine on the ocean coast near Loango, rising to great 
popularity as oracle in the decade from 1840 to 1850, 
but disappearing after its main shrine was demol- 
ished by an unknown person, animal or storm. 
Ngombo, the widespread n’kisi of divination, continues 
in use. 

In addition to these fixed shrine min’kisi (excepting 
Ngombo) there is, in Loango of the mid-nineteenth 
century, a long series of ajudicatory and retaliatory 
min’kisi, necessitated no doubt by the collapse of for- 
mal appeal courts of the kingdom. Tschimpuku, a 
woven bag, Mpusu, a four-cornered basket with 
tightly-fitting lid, companion piece to Malasi, two- 
headed hippo-shaped sculpture, Mboyo-zu-Mambi, a 
potlid resting on three legs, and Mpangu. a wooden 
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block wrapped tightly with a chain, are all juridical 
medicines whose songs, techniques, and symbolisms 
concentrate on the task of bringing clarity and justice 
into the tangled and chaotic port city. Mboyo is held 
to be a direct successor of the ancient n’kisi Maramba, 
mentioned by a sixteenth century English sailor [33; 
38, p. 382]. Other seemingly ajudicatory techniques 
betray private motives of self-defense and aggression. 
For example, Simbuka can “kill with a quick strike”; 
Kunja lames; Kanga 1 kanga creates a headache in its 
victim, causing him to run off wildly into the wilder- 
ness; Mabiala Mandembe (Mapanje) sometimes given 
human form, drives its victims, especially thieves, mad 
[36, p. 163; 38, p. 381]. 

Against these methods of overt aggression, there 
are many protective devices. Mandombe, embodied in 
an iron chain, protects its devotee in war and fighting; 
Imba, a bracelet with a shell affixed to it, protects its 
wearer from drawing blood in a fight and reaping the 
wrath of the opponent and the judges. These and 
others are all individualized min’kisi, suggesting that 
collective institutions are less and less able to render 
satisfaction, or security. Related to the theme of seek- 
ing security is n’kisi Njambe (Dapper’s Injami), used 
to make its devotee alert and to achieve ecstasy by 
taking its white seeds to the accompaniment of music 
and reaching possession (sulo umbuiti). 

Possibly because of the combination of insecurity 
due to slave trade and the appearance of venereal 
diseases, the medicines of the nineteenth century re- 
flect an increasing attention with fertility. Whereas in 
the seventeenth century generalized medicine had in- 
cluded fertility of crops and women, along with suc- 
cessful trading, now there emerges a proliferation of 
medicines for pregnancy and childbirth. Mpemba 
(also Pfemba, Umpembe) consists of one or more 
treatment centers which draw scores of women seek- 
ing advice and admission to its rituals, founded by a 
famous midwife using specialized techniques 
[38, p. 385]. This movement has left its historical evi- 
dence in the famous Mpemba statues of women hold- 
ing a child on their laps, a breast in one hand [39]. 
The nkisi and its clinics were off-limits for men; its 
activities were carried out only on a moon-lit night. 
In a related function, Mbinda supported marriages 
and cured women’s problems. It too was strictly a 
woman’s affair carried out in the moonlight, with sub- 
jects shaven and naked. Men, hair, tobacco smoke, 
liquor and water under some circumstances were pro- 
hibited to its adherents. Sasi, a drink administered by 
a female priest, fostered health in pregnant women in 
childbirth or their newborn offspring. Kulo-Malonga 
stopped excessive menstrual bleeding; Bitungu treated 
sterility in women; Dembacani and Cuango-Malimbi 
treated impotence in men [36, p. 164]. 

A variety of individualized “secular” treatments 
could be added to this partial array of nineteenth 
century Loango medicines, suggesting a closer resem- 
blance with Occidental medicine. Treatments existed 
for a variety of stomach ailments. Mpodi, the cupping 
horn, was accompanied in use by skin incisions and 
used for many complaints. Bone setting was done by 
the Lunga doctor using massages and splints of bam- 
boo or some equivalent material. Infections and swell- 
ing were handled by skin punctures with a knife, upon 
which was put powder of the kola nut and other 
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seeds. There were snake bite remedies and many more 
herbal and manipulative treatments. 

The largest category of public medicine evidencing 
expansion, together with ajudicatory, aggression and 
fertility medicine, is that pertaining to trade and 
entrepreneurial endeavors. Mangossu (Dapper’s 
Kossi?) is lord of trade, travel, marriage, or any other 
general enterprise. The priests of this famous oracle- 
n kisi were easy to recognize, because they were for- 
ever moving about, seeking a shrine home, their 
patron spirit being a restless wanderer. Tschivuku, a 
man’s n’kisi, was embodied in a woven ball kept in a 
rack-like shrine in the village to assure successful 
trading. Its observation consisted, among other 
things, of the men, returned from their trading jour- 
nies, playing a sort of kick-ball with the kisi, laugh- 
ing and carrying on, while the women remained hid- 
den out of sight [38, p. 374]. Mpinda was a large bust, 
three-quarters human size, which although an kisi of 
the land, protected river trade. Pechuel-Loesch men- 
tions an unnamed trading n’kisi which consists of a 
red trunk kept in a “factory’—trading warehouse 
containing all sorts of medicinal objects [38, p. 377]. 

Lemba is the “major” medicine of the era because it 
reflects in its makeup and function a combination of 
all the above-mentioned areas of taxonomic 
“growth”: fertility, marriage, ajudication, and trade 
control. Its shrine was situated mostly in a moveable 
n’kobe box, a drum, and a copper bracelet. Alterna- 
tively, on the coast in a few places, in a back-yard 
fixed household shrine or house. Its membership was 
made up of prominent merchants, judges, chiefs, and 
healers and orators of the vast region that extended 
along the trade routes inland to Malebo Pool and 
Mpumbu market. Its functions emphasized alliance 
linkages between key landed families, peaceful trading 
in markets, and lineage continuity through mutual 
solidarity of patrifilial sets of “fathers” and “sons” in a 
matrilineal society. 

This inventory of Loango coast medicines from the 
seventeenth to nineteenth centuries suggests that there 
are some categories of relative permanence—e.g. local 
shrines like Bunzi, or Ngombo divination; protection 
against witchcraft kidnapping—and other 
expansion or shifting—e.g. techniques of ajudication 
and retaliation embodied in such min’kisi as Mabiala 
Mandembe. This type of creation and subsequent 
shifting or abandonment of particular charms has 
been widely noted in Kongo history [40-42]. More 
important than these “surface” transformations are 
shifts and alternations in the way a given function or 
experiential domain is anchored in a cosmological 
category such as the sky/land/water classificatory tri- 


chotomy, the domestic/beyond dichotomy, or any of 


the transitory zones between these categories, or other 
cyclical processes seen in color symbolism, day/night 
contrasts, and the like [43]. The point is that func- 
tions, techniques, and ingredients known in daily ex- 
perience are shuffled and recombined within existing 
cosmological or classificatory categories, and only 
rarely are the more abstract categories dissolved or 
invented. 


At the level of daily life, techniques and insights of 


sacred medicines are closely tied to social interaction 
and the skills of individuals in responding to per- 
ceived areas of problems. Frequently ingredients or 


areas of 


techniques are combined because of the punning’ or 
rhythmic quality of the ingredient’s name, e.g. luyala, 
a fruit, might be included to effect the power of ruling 
(vala); lusaka-saka leaves, with a pungent incense 
odor, would effect a blessing (sakumuna), and so on 
[44]. This suggests that assemblages of medicines 
within fixed cosmological taxonomies, as presented at 
various intervals in the documentation of the Loango 
coast or its hinterland (see Fig. 1), demonstrate the 
presence of empirical observations related to the effect 
of plants on the physical body, or of symbols and 
rhetorical techniques upon the social or political 
body. Where such information is compiled from 
medicinal functions, their names and the names of 
ingredients or constituent elements—symbolic, chemi- 
cal, behavioral—and the categories to which they 
relate, it is possible to understand, even predict, taxo- 
nomic changes in a therapeutic system and thus 
understand the changing perception  society’s 
members have of their condition. Where particular 
medicines harbor multiple functions, or get situated in 
several taxonomic slots, they often address major 
social issues and become public corporations (see 
Nkita and Nkondi in Fig. 1, both “drums”). 


TRANSFORMATIONS OF CORPORATENESS IN 
THE THERAPEUTIC SYSTEM: LEMBA, 
MAJOR DRUM OF AFFLICTION IN NORTH 
BANK LOWER ZAIRE, 1650-1930 


In this history of medicine in Western Equatorial 
Africa, the “drums of affliction” deserve special atten- 
tion because they demonstrate the ascendency of a 
particular mkisi genre to the status of a dominant 
social form: the transformation of corporateness. My 
discussion of this issue is couched here in an analysis 
of Lemba, the major drum over several centuries in 
the region between the Teke-dominated markets of 
Malebo Pool—e.g. Mpumbu near today’s Kinshasa 
and the Atlantic coast, between the Congo/Zaire 
Nzadi river and the K wilu-Niari river. 

Corporate theory is not new, but it has rarely been 
applied to Bantu Africa’s healing associations. A laud- 
ible recent effort to characterize Central Africa’s re- 
ligious culture couches its discussion of healing in 
terms of “religious movements” led by charismatic 
leaders, lasting no more than a few decades [10] 
Emphasis is on the “ephemerality” of these move- 
ments, especially during the colonial period when, of 
course, the colonial state was the dominant corporate 
body of the region, harrassing all others out of exist- 
ence or into subordination. However, as was seen in 
the above review of the history of Loango thera- 
peutics, not only did some min’kisi endure several cen- 
turies, but they could be extremely influential in shap- 
ing regional institutions and ideas. The Bunzi shrine, 
for example, embodied the insignia of leadership of 
coastal kingdoms—Loango, Kakongo, Ngoyo, 
Vungu—as well as lesser chiefdoms of the region. 
Bunzi constituted the symbolic legitimacy of most 
political organizations during a major historic era. I 
do not wish here to develop the implications of link- 
ing min’kisi with the origins of the corporate traditio- 
nal state, except to suggest that when the somewhat 
artificial dichotomies religion and government, or 
medicine and politics are put aside, the historical 
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analysis of drums of affliction, medicines and forms of 
therapy takes on a more significant stature. 

Lemba’s emergence in the seventeenth century as a 
regional network astride the international trade 
routes had the effect of eroding the territorially- 
defined entities such as the coastal states. The same 
effect is reported with regard to the n’kobe reform of 
the seventeenth century Teke kingdom which brought 
the twelve n’kobe lords into prominence and 
autonomy and reduced the effective power of the cen- 
tral regent Makoko [37]. The corporateness of ritual 
or healing orders (min’kisi) may thus be described 
either in terms of the territorially-fixed or bounded 
entity, including certain states, or in terms of other 
trans-territorial entities which appear to have been 
uniquely suited for the control of trade and the reso- 
lution of social problems resulting from the sudden 
upsurge of wealth, mobility, and the unrest linked to 
trade, especially the slave trade. 

In corporate theory, as formulated by Maine [45], 
Smith [46], and in Equatorial Africa by MacGaffey 
[47], the characteristics of a corporate body include 
(a) being a presumptively perpetual aggregate, with (b) 
unique identity; having (c) a determinate set of social 
boundaries and memberships; (d) possessing the auto- 
nomy, organization and agreed-upon procedures to 
regulate a given social structure around a diversity of 
(e.g. therapeutic, trading, alliance) affairs, so as to 
indicate political “clout” through the development of 
leadership roles, delegated authority, administrative 


Name 


Makwanga 


Function 


coordination, and the existence of a constitution, ori- 
gin myth, or body of special lore. The corporate cate- 
gory, by contrast, suggests an agglomeration lacking 
the power and authority of the corporate group, 
although like it it possesses presumptive perpetuity, 
determinate social boundaries, identity and member- 
ship. Also, in contrast to the corporate group, the 
corporate category exists around a single function or 
criterion [46]. 

The distinction between a corporate category and a 
corporate group would nicely differentiate the simple 
n’kisi [10] from the n’kisi “drum” (ngoma, nkonko, 
nkonzi), the fully corporate ritual healing association. 
A further distinction in corporate theory between the 
corporation sole, a leading role through which a 
series of individuals pass in succession, and the cor- 
poration aggregate, which multiple role-holders may 
simultaneously possess, describes the difference 
between the chiefdom or kingdom on the one hand, 
and the equally powerful healing association on the 
other. : 

Lemba membership consisted of the region’s 
prominent merchants, priests, chiefs, judges and their 
wives. Lemba i luyalu, “Lemba was the government,” 
said one clan head. Lemba i mn’kisi wangyaadila, 
“Lemba was the sacred medicine of governing,” sug- 
gested another. Lemba i luyaalu lwa niekisa, “Lemba is 
the government of multiplication and reproduction,” 
stated an elderly Lemba wife. Elsewhere, Lemba’s role 
was described as that of “calming the villages”, or 
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Fig. 1. 


Nsemi’s inventory of consecrated medicines (min’kisi), their corporate status 


(whether “drum” or individualized technique), function, and cosmological domain into 
which classified. Based on Nsemi’s notebook to K. Laman from Eastern Mayombe 


region, ca. 1910; published in [42]. 
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“calming the markets”, “perpetuating the family”, and 
so on, covering a diversity of functions we now see is 
typical of the major corporate “drums”. 

As a therapy, Lemba functioned similarly to other 
Central African healing associations in that the suf- 
ferer participated in a healing ritual, paid entrance 
fees, and if successful, in due course emerged as a fully 
accredited “doctor” (nganga) in the order. In the case 
of Lemba, he and his wife or wives together held the 
status of being a Lemba household. Lemba’s illness 
has in the literature been variously described as “any 
illness affecting head, heart, abdomen and sides” (i.e. 
any illness at all), “respiratory illnesses”, “near-mortal! 
illnesses from which one recovered miraculously”, or 
“possession by Lemba’s ancestors”. These are all indi- 
vidual symptoms mentioned in connection with the 
initiations of particular individuals. A stronger case 
may be made for relating these individual symptoms 
or illnesses to collective class symptoms in the body 
politic of the region. As suggested, little of the Lemba 
region was effectively ruled by centralized polities: 
an acephalous segmentary lineages 
covered the territory. The volume of trade that 
crossed this region required some form of social con- 
trol so as to assure the flow of goods in markets and 
caravan routes without breaking the redistributive 
system found in the lineages. In other words, the 
major problem was how to maintain the productive 
system set in motion by the trade without creating a 


society of 


separate class of wealthy merchants, in violation of 


the prevailing egalitarian lineage ethic. Also, feuds 
that could and did break out needed to be ajudicated. 
Justice needed to be meted out where crime, violence 
and grievance were experienced. All this was 
required without the benefit of centralized or appeal 
courts, armies, and tribute systems found in surround- 
ing kingdoms. Lemba’s total “medicine of govern- 
ment” operated somewhat as follows to solve these 
problems, couched in the prevailing mode of afflic- 
tion—the Lemba illness. 

The Lemba system identified the wealthy and 
obliged them to enter its roles. Although the ideology 
of access to Lemba—dreaming of Lemba, being pos- 
sessed, etc.—was populistic, suggesting that anyone 
could in theory join, the final stages of the initiation 
were very costly. In the central area around the 
Mboko-Nsongo copper mines at the turn of the cen- 
tury, full initiation cost 25 pigs plus all other feast 
items. This is comparable to the price of three slaves 
near the end of the international slave trade, or to one 
large boat at Mpumbu market in 1885, or to 
200-300 Ibs of ivory at the same time. On the peri- 
phery of the Lemba area initiation was less costly, but 
even the cost was such that only the wealthy, or 
those with extensive patronage, were able to afford 
admission. 

Lemba’s stance toward those wealthy who didn’t 
wish to join was aggressively inclusive. They were 
invited, cajoled, harrassed. even mystically threatened 
and forced to join. Herein lies an important charac- 
teristic of the Lemba medicine. Social marginality or 
peripherality was transformed into legitimate leader- 
ship. For example, the “upwardly mobile” slave run- 
ning a trade caravan, was likely to become a Lemba 
priest, and his wife or wives priestess(es). A_ skilled 
orator who held in his hands the techniques of social 


solidarity and of division, was actively recruited for 
Lemba. A reputable healer was obliged to join. Com- 
parable to a modern single party state in some ways, 
Lemba sought to control or capitalize on the major 
human and material resources of the region. 

As suggested, this “estate” of resources was non-ter- 
ritorial. Markets were controlled not by single local 
chiefs, but by committees of representatives from sur- 
rounding lineage settlements including Lemba priests 
who could “calm” the markets. Lemba initiations 
were presided over by shifting proximal bodies of 
priests and priestesses from the region surrounding 
the neophyte couple, not by a fixed local chapter. 
Unlike the territorially-fixed chiefdoms and king- 
doms, Lemba’s estate derived from the non-territorial 
fabric of social exchanges and regional trade. 

A key feature of each initiation, therefore, was the 
marriage ceremony between the neophyte priest and 
his spouse or spouses from other prominent lineages. 
Lemba marriages often embodied the patrilateral 
cross-cousin marriage form or some functional equiv- 
alent, a form encouraging egalitarian exchange rela- 
tionships between corporate descent groups over time 
[48, 49]. By contrast, matrilateral cross-cousin mar- 
riages, if generalized, would lead to hierarchic endo- 
genous enclaves. In the Lower Congo/Zaire, these lat- 
ter were widely practiced, and contributed to isolated 
small-scale polities. Lemba’s marriage politics, as a 
counter measure, maintained the egalitarian trans- 
regional network of kinship exchanges 

Lemba’s characteristics so far might be thought to 
describe a feudal aristocracy, except for the major fact 
that Lemba membership was not inheritable. On this 
key criterion, Lemba differs notably from all chiefly 
or state systems surrounding it. Often fathers initiated 
their sons, and had them marry nieces along the patri- 
lateral cross-cousin marriage form. But the insignia of 
Lemba membership—the n’kobe, the copper bracelets 
and the drum—went with the Lemba priest and pries- 
tess(es) to their graves. (This incidentally accounts for 
the scarcity of Lemba paraphernalia in European 
museums, alongside the less important figures of 
Nkondi nail fetishes, Pfemba maternity figures, and 
Khimba’s Thafu Malangu dual-headed dance scepter 
which fill the museum warehouses.) 

In general, then, Lemba generated its authority and 


owe a Stateless setting throug e cognitive, 
ywer in tatel tting through th gnit 


emotional, and socioeconomic incorporation of the 
Lemba “sick”, 1.e. prominent orators, healers, mer- 
chants, clan leaders, and prosperous slaves. A key 
aspect of this incorporative process in Lemba was the 
father—child relationship in which the initiation was 
couched. The patron nganga who healed and spon- 
sored the initiation was a real or fictive “father” (se) to 
the neophyte. Fictive paternity in Lemba made poss- 
ible the use of patrifiliality as a cognitive mode of 
ordering special integrating relationships in the 
region’s matrilineal society. Just as true fatherhood 
was important in a person’s identity, its absence im- 
plied the stigma of slavery. Where slaves were admit- 
ted to Lemba, the emphasis on paternity gave alien- 
ated persons a ritual “father”, an opening to a legiti- 
mate title or pedigree. Lemba’s etiological myths, as 
shall be seen in the next section, return again and 
again to the problems of legitimacy, foundership, 
independence, and the reconciliation of the “child” to 
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his “father” or of the father’s “recognition” of his true 
son. 

By then extending Lemba to those who demanded 
it (felt possessed by it), and could afford it, Lemba 
transformed social, economic, and cognitive margina- 
lity and centrifugality into integrative order. The 
ethos of healing, exchange and paternity resolved im- 
portant structural contradictions in the society. It 
joined isolated communities through its notion of the 
pure marriage; it permitted a strong figure in the 
community to retain a close association with his (or 
“a”) father while becoming an adult member of his 
own matrilineal village. In the case of the slave “son” 
residing with his master “father”, Lemba permitted 
him to become a prominent member in the same 
community—a “founder’—without having to sever 
lines of legitimacy. Finally, Lemba created the social 
form whereby the lineage, the major local base of 
economic (human and material) productivity, might 
be integrated into the regional and international 
economic system. It insulated the productive élite 
from the envy of their kinsmen, yet required them to 
periodically redistribute their accumulated wealth to 
their local dependents. The sickness of the prominent 
who were drawn to Lemba thus probably consisted 
primarily in the psychological vulnerability and 
breakdown before the clashing interests of lineage 
egalitarianism and mercantile affluence to be derived 
from the long-distance trade. Viewed thus as both a 
means of individual therapy and regional trading as- 
sociation, Lemba as a drum of affliction and govern- 
ment makes more sense. 

Lemba’s rule continued until the turn of the last 
century. Then the railroads built by Belgian and 
French colonialists from the Pool to the ocean—one 
south of the Zaire river to Matadi, the other along the 
Kwilu-Niari valley to Pointe Noire—usurped trade 
control and the operation of caravans. Pressure upon 
chiefs to participate in colonial rule divided the ranks 
of the order. Missions fought for the elimination of all 
min kisi. Colonial taxation and corvée labor diverted 
the social investments that Lemba had previously 
enjoyed. Lemba’s final initiations were held in the 
twenties and thirties of this century. Although little 
remains today of Lemba the institution, three cen- 
turies of Lemba thought have left a major impact on 
the regional culture’s values. 


TRANSFORMATIONS IN IDEOLOGY: 
LEMBA’S ANCHORING SYSTEM IN 
REGIONAL MYTHOLOGY 


Regional mythological structures were not funda- 
mentally changed by three centuries of corporate 
Lemba dominance, however. Lemba was everywhere 
derived from the “conventional” cosmology of heroes 
and deities. This led one observer to suggest that 


Lemba was “more recent”, or “less primordial” than 
earth shrine Bunzi. In the process of anchoring the 
n’kisi to a pantheon of existing deities, two types of 
transformations occurred in the case of Lemba. First, 
local deities differing from locale to locale were incor- 
porated into aetiological myths of Lemba. Second, 
these narratives, if examined as a set, reflect uniform 
shifts reflecting a pervasive Lemba__ structural 
emphasis. 
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Typically Bantu, Lemba’s aetiological myths move 
in their narrative flow from a unity of power to a 
diversity of powers and functions embodied in min’- 
kisi. The upper level of oneness is embodied in 
Nzambi-God or a dual pair who are not given mater- 
ial representation in medicines. Lemba’s ultimate ori- 
gins are ascribed to Nzambi, but the relationship to 
humans is always made through a mediating deity. In 
the coastal areas this figure is earth deity Bunzi, her 
male partner Kanga, and their daughter Lusunzi (the 
violent storm); in the Mayombe forest it is Moni- 
Mambu the trickster; in the north is is Mahungu, 
androgynous double figure; eastward in Teke 
country, it is the hierarchy of Nga Malamu, Kuba, 
and Magungu (also called Mahungu or Mavungu). 

Comparison of the narratives inside and outside 
Lemba reveals that Lemba is everywhere cast in a 
problem-solving, mediatory charter myth. Outside of 
Lemba the same heroes run afoul of structural and 
situational contradictions, or semantic ambiguities. 
For example, in a Lemba charter myth from Kivunda 
in the Manianga, Mahungu dances around the palm 
tree of God; through this act, Mahungu’s “male” and 
“female” selves are separated. God’s Lemba solution 
is for the two to “marry in mutual harmony” in 
Lemba [43]. Outside of Lemba, Mahungu is cast as a 
tragic hero. A text from Mayombe portrays Mahungu 
as two brothers, elder and younger, who part ways 
over a deep misunderstanding akin to that between 
Cain and Abel in the Bible. In another set of “conven- 
tional” texts outside Lemba, Mahungu is a father-son 
dyad comparable to the father-son pairs in Lemba. 
The son is led by a dream to discover a mermaid 
woman in the belly of a python who promises him 
great wealth in trade at the ocean if he will leave 
home forever. He accepts, and enjoys great luxury in 
this arangement, but longs for contact with this 
father. A hunter, seeking his father’s stray pigs, finds 
the son. Father and son are reconciled, the son loses 
his fortune and finds himself a pauper at his father’s 
home where in grief he dies. 

The trickster cycles in Lemba and outside Lemba 
reveal a similar contrasting set of harmonious and 
tragic narratives. In the Lemba-related aetiological 
narrative, Tsimona-Mambu overcomes many obsta- 
cles to gain recognition of his father, Nzambi-God, 
and to seek a solution to his wives’ problems. Nzambi 
invents the Lemba n’kisi and bestows upon him the 
Lemba medicine and rings, and sends him home to 
live in peace. In conventional trickster narratives, the 
hero blunders through a host of crimes and errors. At 
first forgiven for his naiveté, he is ultimately however 
held accountable for his acts and executed for his sins, 
a wretched tragic anti-hero. 

These transformations in the common mythic cul- 
ture of the Lemba region suggest that despite local 
variations, even variations in characters, a common 
Lemba structure is present. At least one student of 
Lemba argues that this manipulation of rhetoric was 
an intentional ideology of political control [50]. Part 
of Lemba’s popular front, according to this view, was 
the populistic panacea cure-all for ills. But the 
genuine Lemba insights and mechanisms of politics 
operated in secret learnings, political instruction, and 
behind-the-mask analysis and intervention in current 
events. 
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CONCLUSION 

The historical reconstruction of a dominant drum 
of affliction such as Lemba, with its role in governing, 
alliance-building, trading, as well as the more familiar 
attributes of healing, and designing a mythic charter 
of the good society, should contribute to a_ better 
comprehension of African therapeutics. Too much 
writing on the subject has arbitrarily been limited to 
the individualistic, the pathological, the disorganized, 
and the ephemeral—thereby verifying the colonial 
stereotype of African humanity. What are the implica- 
tions of a revision of such views to include the corpor- 
ate, the normative, the organized and the permanent? 

Certainly African therapy has in many ways also 
considered individuality; recently the introduction of 
biomedicine from the West has radicalized this medi- 
cal individuality. Victor Turner’s assessment of 
Ndembu drums of affliction in his now classic work 
speaks of “ritual assemblies” which take the afflicted 
individual and incorporate him into a normal com- 
munity [17]. He warns his readers not to think of 
these assemblies as organizations in a conventional 
sense; they are, he says, “categorial” rather than “cor- 
porate”, cross-cutting territories and kinship units. 
Probably most drums and medicines in Central and 
Equatorial Africa have been like this. But the case of 
Lemba should give us pause. It is apparent that they 
have often constructed a situational morality within 
historic social and economic contexts, permitting the 
collective victims of contradiction to find an alterna- 
tive identification from that which was troubling 
them. 

One of the remarkable characteristics in African 
drums of affliction is the transformation of the suf- 
ferer into the healer. This is not unique to African 
therapy, but in the African context it permits social 
and cognitive control without recourse to the total 
and centralizing institutions characteristic of Occiden- 
tal medicine. A Lemba song puts the transformation 
thus: “That which was a ‘stitch’ of pain, has become 
the path to the priesthood” [44]. Implicit in such a 
therapeutic attitude is the idea that the solution grows 


out of the problem through its becoming the focus of 
community. The range of applications of this mode of 


thinking in Africa are broad, ranging from hunting 
troubles, fertility concerns, trade, beauty, social struc- 
tural issues, justice, to the more philosophical issues 
such as the “two-in-one” of twinship, purity and pol- 
lution, and more. It is apparently open-ended in its 
application, proving a viable model for some social 
problems in modern industrial society, as Corin’s 
study of Zebola in Kinshasa demonstrates in another 
essay of the present volume [51]. 

A haunting question that arises out of consider- 
ation of Lemba is the relationship of highly organized 
drums of affliction to states. In its regional distribu- 
tion, Lemba seems for a time to have competed with, 
even taken over functions of, kingdoms and chief- 
doms. What then is the relationship in general of such 
drums to centralized territorial structures? Especially 
in view of the fact that many traditional states of 
Central Africa have royal drums as their principal 
charm? Are the healing drums precursors to the state? 
Or alternative forms? 

Most intriguing of all is the prevailing ideology of 
therapy that grows out of a dominant drum of afflic- 


tion. One gets the picture not of a society indulging in 
its weaknesses, sicknesses, miseries and woes, but of a 
society that has, at least historically, known how to 
construct functionally-specific as well as more general 
institutions to overcome philosophical, social, and 
perhaps ecological threats. The underlying tenet of 
this ideology—perhaps it should be called a prevail- 
ing worldview—is a sort of appeal to life force: ngolo 
in Kongo society, mpolo for the Tio and their imme- 
diate Western neighbors, karamo among the eastern 
rain forest Nyanga, poloo with the Kuba, and so on 
[10]. It is too limiting to speak of a single verbal 
category here, however. In a careful analysis of 
Lemba-related texts, verbal categories appear which 
characterize other properties of a system of whole- 
ness: purity, order, access to spiritual energy, clarity, 
redemption, and more [52]. Harriet Ngubane, writing 
recently on Zulu therapeutics, suggests that the 
notion of “metaphysical balance”, summed up in the 
term lungisa, is central to any definition of health in 
Central African and general Bantu-speaking culture. 
Lungisa is a positive morality that includes “the 
people’s sense of responsibility, their good intentions 
towards others, their responsible decision-making 
helping others to discard harmful substances and 
influences, and their duty to the ancestors and depen- 
dents. Anything less than this gives rise to lack of 
balance in the natural, human and mystical realms, 
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and dire consequences” [20, 21] 
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A POSSESSION PSYCHOTHERAPY IN AN 
URBAN SETTING: ZEBOLA IN KINSHASA 


ELLEN CORIN 
Laval University 


Abstract—The Zebola ritual is one of the possession therapies in the great possession complex of 
Northwest Zaire. The distinction between trance and possession is used here to identify its originality 
alongside the other possession groups of the region. Possession is viewed as a language which permits 
persons to articulate their individual experiences; considerable attention is given to ways in which 
persons of various milieux adopt this language of possession. Those living in rural areas have more 
ready access to it than those in cities. The nexus of internal transformations undergone in the ritual’s 
movement from one milieu to another is examined, in terms of its etiological system, its diagnostic 
process, its symptomatology, and its therapy. This therapy is itself structured along three bipolar 
dichotomies, the individual and the group, the traditional and modern, and the sacred and the profane. 
Zebola’s profound therapeutic originality and its adaptive capacity are apparent in the way it mediates 


these oppositions. 


INTRODUCTION 


Considered as a therapeutic possession ritual, Zebola 
takes place in the context of ritual therapies struc- 
tured around the treatment of diseases in which 
spirits of a particular type intervene as etiological 
agents. The explicit purpose of the ritual is to re- 
inforce the link between the person and the spirit of 
the disease in such a way that the spirit will continue 
to protect the diseased person. The treatment thus 
appears to be an initiation through which the sick 
person is led to adopt a series of behaviors intended 
to express her agreement to take an active part in her 
relationship with the spirit who initially chose her, a 
relationship in which she was at first a passive and 
unconscious partner. 

In this paper, Zebola is presented from a phenom- 
etiological point of view, a view which stresses the 
connection between the structure of the ritual and the 
experience of the person. This approach gives prefer- 
ence to a particular reading of phenomena which 
could be apprehended from other angles, for example 
the social impact of the ritual [1]. However, this 
choice of the phenomenological approach is dictated 
not only by personal preference, but by the ritual’s 
stress on the person, by its way of interpreting disease, 
and by the orientation taken in its therapy. 

In the perspective developed by Crapanzano and 
Garrison [2], possession is interpreted as an idiom or 
a language given by the culture to allow individuals 
to articulate their personal experience in such a way 
as to give it a meaning amenable to the group. In this 
paper, emphasis will center on the connection 
between the language of possession and personal ex- 
perience, showing how the relationship of these two 
factors changes according to various milieux. More 
precisely, the analysis will focus on the impact of the 
modern urban setting of Kinshasa on the Zebola 
ritual. 

Research leading to this paper was based essentially 
on case studies. Detailed cases of diseased persons 
were collected in numerous milieux in an attempt to 
discover what has made possible the very successful 
adaptation of Zebola to modern life. 


THE CONTEXTUAL BACKGROUND OF THE 
ZEBOLA RITUAL 


Zebola is a Mongo possession ritual that is part of 
the great “possession complex” in the Northwest of 
Zaire, extending from the area of Lake Mai Ndombe 
where the Mpombo, Elima and Badju rituals are 
dominant, up to the border of the Central African 
Empire where the Zabolo ritual of the Angbandi 
appears as a mediation between a negative “exorcis- 
tic” possession and a positive “adorcistic” possession 
[3]. 

Studying the extraordinary abundance of rituals 
among the Angbandi, in particular the recurring 
appearance and disappearance of rituals, Bibeau [4] 
has formulated the hypothesis of a “law of ritual 
recurrence”: similar elements are periodically reorga- 
nized in new constellations in order to fit the evolu- 
tion of people’s needs. In the case of possession, this 
constant ritual renewal is also a mirror of the “plasti- 
city” inherent in the experience of spirit encounters 

This hypothesis may be extended to the whole area 
already delineated in order to explain the diversity of 
forms taken by ritual possession and the complex 
relations between them: their overlappings, their 
oppositions, and the set of their transformations. 
Considered in this perspective, Zebola must be inter- 
preted as a particular manifestation of a more general 
form of possession. Its meaning and its main charac- 
teristics must be compared with other ritual forms 
among the Mongo and surrounding tribes. 

Even though Zebola is nowadays a very popular 
possession group in the cities of Mbandaka and 
Basankusu in Equateur Province, it is significant that 
Van der Kerken [5], who wrote on “religion, science 
and magic” among the Mongo, based on his personal 
field experience as a local administrator from 1920 to 
1924, does not mention it. Wetshi and Elei are the 
most important spirits in the many cults dedicated to 
the spirits of nature. Father Hulstaert [6], a mission- 
ary and specialist of Mongo ethnography, considered 
Zebola as a new designation for Wetshi. Zebola 
healers themselves spoke with us in terms of Zebola’s 
substitution for the former Wetshi dance. Reference to 
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Van der Kerken introduces the problem of the ambi- 
guous nature of Zebola spirits. Usually the healers 
place these spirits among the bilima which are de- 
scribed by Hulstaert as “génies” distinct from ances- 
tral spirits and directly linked with nature [7]. This 
classification of Zebola spirits with the bilima is 
strengthened by the fact that these spirits hold a close 
link with water and, to a lesser extent, with the forest. 
On the other hand, in my analysis of the Zebola sys- 
tem of interpretation, it became increasingly evident 
that the Zebola spirits might best be understood as a 
particular mode of ancestral intervention in human 
life—a subject taken up at length in a later section of 
this paper. This is also reinforced in various references 
to Zebola spirits [8-12], particularly that by Hul- 
staert in his Lomongo-French dictionary where he 
refers to Yebola as “a disease due to a dead spirit 
taking possession of a woman” [6]. 

The first written documents mentioning Yebola 
date from 1934 with a paper by Boelaert [10] present- 
ing it as a new surge of former possession dances 
common to the river peoples in this area during the 
early thirties. In his dictionary edited in 1928, the 
Protestant missionary Ruskin [13] does not mention 
the word Yebola at all, a fact not to be taken ser- 
iously as its absence, given this author’s scanty knowl- 
edge of Mongo traditional beliefs. In the fifties, the 
ritual has become so popular in the city of Mbandaka 
that Father De Gols wrote: “A fact is sure: it is the 
abominable influence of this sect destroying many of 
our Catholic households... Our religious authorities 


consider this aberration as so serious and so dan- 
gerous that they force to a public abjuration any 


Zebola woman who wants to convert herself to Cath- 
Olicism” [11, pp. 19-20]. 

The narratives I collected from the healers them- 
selves all agree in locating the rise of the Zebola ritual 
in the area of the Lolanga river [14]. A young 
woman, Madjika, is at the center of these stories. Bad 
spirits activated by fellow-women jealous of her 
beauty have caught her and thrown her into the river. 
Her stay in the water is the occasion of an encounter 
with the Zebola spirits who decide to deliver her from 
death and to initiate her into the secrets of the world 
of the spirits and of healing. Thereafter, when Mad- 
jika, now out of the water, answers to the call of the 
drums beat by the villagers, she is able to give herself 
the instructions for her initiation. 

According to the healers, the diseases in which 
Zebola spirits are active and which therefore receive 
the name of Zebola diseases, were in fact already in 
existence in the time before Madjika was initiated, but 
people were then dying of these diseases because the 
secret of the cure was not yet known. Other rituals in 
existence were ineffectual in curing the Zebola dis- 
eases 

The two dimensions of the relationship to posses- 
sion in Zebola are well illustrated by the above narra- 
tive: an “experiential” aspect is present in the ritual 
through the trance phenomenon, and an “interpre- 
tive” aspect is manifested in the explanation of the 
context of the first encounter with the spirit. This 
dichotomy is congruent with the distinction estab- 
lished by Bourguignon [15] between trance and pos- 
session. Trance is interpreted as a psychobiological 
phenomenon characterized by an altered state of 
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consciousness; possession belongs to the system of 
interpretations and refers to the meaning that the 
social group gives to certain phenomena. An alter- 
ation of consciousness is contrasted to an alteration 
in the capability of withstanding the disease. 

The distinction between the experiential and the 
interpretive dimensions in the relationship with spirits 
gives us a framework for understanding the continuity 
and the diversity in Zairian possession forms [16]: 
the first puts the Zebola ritual in continuity with 
other possession forms of the Northwest area; the 
second draws the lines of Zebola’s specificity. If we 
trust Boelaert’s description [10], we may think that 
the experiential aspect was dominant in the relation- 
ship with spirits at the start of the Zebola ritual, as 
well as at the moment of the first encounter with the 
spirits that usually took place in the forest before the 
treatment and afterwards in the trances accompany- 
ing certain dances. Today, however, Zebola as 
observed in Kinshasa, in Mbandaka and in the 
Mongo rural area, gives a larger place to the verbal 
explanation of the meaning of the possession in the 
various actual cases of disease (see below), and 
“encapsulates” trance phenomena in specific ritual 
acts, thereby putting pressure upon the initiated for 
the complete disappearance of trance within the ini- 
tiation. 

Other rituals like Mpombo or Badju, also studied 
mainly in Kinshasa, have kept much more intensively 
the “experiential” dimension of the relationship with 
the spirits, putting into second place the “interpretive” 
explanation of the reason for possession in actual 
cases. These rituals stress the notion of an election by 
the spirits. In Zebola, the intervention of the spirits is 
rooted more fully in a complex etiological process 
that becomes manifest through divination. 

If we assume the perspective of Crapanzano and 
Garrison already presented, we may say that the par- 
ticular way of conceiving the relationship between the 
spirits and humans is a specific characteristic of each 
idiom of possession. It has a direct impact on the 
articulation of personal experience in the ritual [17]. 

Returning to the history of Zebola, the fact that 
Van der Kerken did not report its presence in the 
twenties does not mean that it did not exist at that 
time, but rather that it had not reached a sufficient 
degree of visibility to be noted by an administrator. 
Various sources lead to the conclusion that the 
Zebola ritual appeared at this time or earlier, perhaps 
as early as the turn of the century. Its spread to the 
neighboring city of Mbandaka was fast, but its com- 
ing to Kinshasa, the capital city, did not occur until 
the early fifties, with the move there of some healers 
who had been initiated in Equateur Province. Even 
today, the great majority of healers living in Kinshasa 
moved to the capital after their initiation. It is impor- 
tant to note that the ritual has undergone its strongest 
evolution among the small minority of healers trained 
in Kinshasa. This transformation of the Zebola ritual 
in its ultimate urban setting is the focus of the 
remainder of this paper. 

In order to present the main lines of force of the 
Zebola therapy, I will begin with the Zebola dance 
that is the most popular part of the ritual. This dance 
emphasizes the important moments of the rite and 
illustrates, even visualizes the main lines of force 
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around which Zebola therapy is structured. I will 
begin by outlining these main lines, trying through 
them to penetrate the therapeutic originality of 
Zebola. I will then investigate the factors which can 
explain Zebola’s great popularity in Kinshasa, and 
will thus present the major line of internal transfor- 
mation which it is undergoing. 


THE ZEBOLA DANCE AS PARADIGMATIC OF 
THE ZEBOLA THERAPY’S LINES OF FORCE 


The main lines of force in Zebola therapy appear as 
bipolar systems in which each pole is at the same time 
maintained and transcended in a larger unified struc- 
ture. It is in this type of equilibration process that one 
of the roots of Zebola’s therapeutic depth, and its 
capacity for adaptation, must be placed. 

The Zebola dance discussed here is a dance orga- 
nized on the occasion of the “coming out” of a patient 
who has been cured and initiated into Zebola. I will 
limit myself to defining certain axes around which this 
dance is organized and which illustrate the fundamen- 
tal structures of the rite itself, considered as a system 
of therapy. 

The first structure visible in the Zebola dance is the 
dialectic relation between the importance accorded 
the individual and the reaffirmation of its communal 
dimension. The social group is represented on one 
hand by the Zebola community of healers and former 


patients, and on the other hand by the group of 


family members, friends, and neighbors. The indivi- 
dual/community dialectic appears both in the tem- 
poral succession of the various moments of the dance 
and in the division of space in which it takes place 
In the temporal aspect, the patient who is “coming 
out” makes her appearance with a member of the 
Zebola community at each side, either healers or 
former patients, who begin the first songs and a few 
steps of dance; the dancer stands, hanging back a bit, 
observing her elders. It is thus the Zebola community 
which presents the new Zebola to the audience, but it 
fades quickly and it is the dancer who continues in 
singing and dancing only the Zebola songs, during 
most of the event. It is striking to observe. the real 
transformation which takes place in the expression 
and behavior of the dancer who has become the con- 
vergent point of all the attention. She progressively 


gains confidence and becomes the real motivator of 


the event. 
This extraordinary importance of the individual is 


sustained by the audience. The principal members of 


the family come in turn to give her money when she 
advances to the center of the circle and the observers 
continue to encourage the most attractive of her 
dances by applause and gifts; sometimes one of them 
stands up and comes to dance a few steps close beside 
her, as congratulations. When the confidence of the 
patient attains its peak, she herself invites the 
members of the public to participate in the dance. 
The last part of the event is a period of collective 
dancing executed in turn by the patient’s relatives and 
the Zebola community, and in which the new initiate 
takes part. The family dances, done to rhythms fami- 
liar to the ethnic group of the dancer, materialize the 
welcome extended by her and offer to the former 
patient the support of their pride and happiness; the 
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collective Zebola dances are done under the direction 
of a healer and are an occasion for the Zebola to 
exhibit once again their skill in the dance and to 
relive the experience of their cohesion and friendship 
which unites them in a community into which the 
new member has just been introduced. The integra- 
tion into the Zebola community, which remains im- 
portant during the whole life of the person, thus goes 
through a simultaneous recognition of the singular 
value of the person, and the person’s integration to a 
group. 

The individual-group dialectic is re-transposed in 
the division of space. In the center is a large empty 
space which is where the performance of the patient is 
deployed; at its periphery is the audience, which 
may number 100 or 200 people, among whom are 
family groups seated on chairs, former patients and 
healers crouching around the large drum, and the 
patients undergoing treatment seated slightly back 
from the others on their little benches. Once again, 
this dichotomization of space is not rigid and we have 
seen often that one or another of the group 
approaches the center of the circle to participate in 
the acclamation of the dancer and to serve as a sup- 
port. 

A second structure of opposition which is striking 
in the Zebola dance is that which places tradition and 
modernity face to face. The reference to tradition 1s 
visualized in the costume of the dancer, who is 
dressed in rapphia and wears numerous ornaments 
made of seeds, animal skins, cowrie shells, as well as a 
large headdress of bird feathers. Her whole body is 
colored red. The current patients wear a simple length 
of cloth knotted over the chest, without blouse, jew- 
elry or shoes and their bodies are also painted red, 
their faces marked with black and white 

The steps of the Zebola dance open also directly 
along the lines of traditional Mongo choreography, 
where the rite originated. In contrast to other groups 


of possession more oriented toward the trance, and 
where the patient has much more freedom of improvi- 


sation in her movements, Zebola insists that the 
patient know very well the steps corresponding to the 
different songs which develop in the form of a danced 
mime of certain scenes of traditional life. 

This reference to tradition constrasts with the ex- 
tremely modern character of the healers and former 
patients; a single white line painted on the forehead 
evokes their reference to the world of the spirits, but 
the clothes they wear, their jewelry and their behavior 
designates them as persons who have fully integrated 
modern life of today. This impression is reinforced by 
the relatively youthful character of the group of 
Zebola members and that of the group under treat- 
ment 

The third structure of opposition, which continues 
that which I have just described, puts into play the 
profane-sacred dialectic. It must be emphasized that 
the Zebola here occupy a special place in relation to 
other groups of possession, in accentuating the im- 
plantation of the rite and of its system of representa- 
tion in daily life. I will return to this later, but men- 
tion here in reference to the dance an apparent accent 
on the profane dimension of the event. The spirits are 
in fact present in the implicit system of reference of 
everything which goes on, and it is recognized that 
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they require from their supporters this participation 
in the Zebola dance. Nevertheless they are not mani- 
fest openly in the form of a trance except that occasio- 
nally a patient under treatment whose spirit is not yet 
“calmed” may be visibly invaded by the force which 
inhabits her, and may tremble or go into convulsions. 
She is in such a case immediately removed from the 
dancing place, and the healer administers treatment 
to her, apart, to stop the possession and permit her to 
rejoin the audience. 

The atmosphere of the group is both free and 
cheerful, organized around an interplay of warm 
interpersonal relationships which unite the members 
of the Zebola community. 

One of the factors which influences the atmosphere 
which I have just described is its essentially feminine 
connotations. In fact, although we have found that 21 
patients of 187 were men, they are not in general 
really integrated into the Zebola community and rar- 
ely dance at the end of their treatment. In the interior 
of the country, the feminine component is strongly 
accented; the Zebola women, in their reunions, have 
the opportunity for more free relationships and be- 
haviors than those which characterize women in the 


traditional milieu. Zebola is essentially an affair of 


women, led by women; the drum beaters occupy a 
secondary role in the rite, in contrast to that which 
occurs in other feminine possession groups. 

In Kinshasa, the marginality of men in the rite may 
be expressed in an extremely direct way, in the form 
of a real taking sides, when the men approach the 
center of the dance, as with members of the family, for 
example. Several Zebola women hurry to dance with 
their thighs close against the men, in front and 
behind, in a sexually aggressive manner whose playful 
character oscillates, according to the group, between 
frank and biting mockery, and a semi-threat. 


THE ZEBOLA COMPLEX AND ITS 
PLACE IN KINSHASA 


The Zebola dance which I have just described is the 
outcome of a whole therapy, indissociable from a sys- 
tem of representations which concern both illnesses 
and the articulation of relationships between spirits 
and humans. 

At the origin of entrance into the Zebola commu- 
nity is an illness which also carries the name of 
Zebola. In the spirit of the healers, that which charac- 
terizes this illness is not a predetermined configur- 
ation of symptoms but the fact that its origin implies 
the action of a particular spirit, also called Zebola, at 
one point or another in the etiologic process. The 
illness is thus inseparable from a system of interpreta- 
tion which is applied to an observed morbid phenom- 
enon. In Zaire, the Zebola are differentiated from 
other groups of possession in accenting a conscious 
damper on possession; although possession can and 
should manifest itself through a state of dissociation 
in certain moments of the therapeutic process, the 
treatment itself is in fact oriented toward the suppres- 
sion of this sort of phenomenon. 

The Zebola illness gives rise to a treatment which is 
simultaneously a process of initiation and which leads 
to integration of the ex-patient into a community. The 
treatment takes place at two different levels: at one 
level it can be qualified as “naturalist”, acting on the 


particular symptoms of an actual illness through 
means of appropriate medication; at a “spiritual” 
level, through a set of gestures, rites and ceremonies. 
The basic idea here is that the relationship between 
the patients and the spirit which has chosen or pro- 
tected here must be reinforced, or that the direction of 
its intervention should be reversed if the spirit was, in 
the beginning, directed against the person. 

With this aim, the patient will be hospitalized for 
many months at the healer’s residence in an atmos- 
phere sheltered from daily tensions; she undergoes the 
apprenticeship of her entrance into the Zebola com- 
munity, through her relationships with the other 
patients and with the other members of the group 
who visit the healer. The patient is thus situated in a 
context of life which allies the elements of the sacred 
and the profane whose coexistence I indicated in the 
dance. In fact, on one hand the patient learns to per- 
ceive herself as the receptacle of a spiritual presence 
and she will interiorize this conviction day after day 
in covering her body with a mixture of oil and red 
powder made of mahogany which the spirit inside her 
particularly likes; every evening, she learns the steps 
of the Zebola dance, following here also the desire of 
the spirit which likes to dance through her body, and 
she thus enters into a relationship in an increasingly 
active way, in which she had been at first a passive 
support. A series of behavioral prohibitions conse- 
crate the rupture with the ordinary social world. 
Nevertheless, her life at the same time is situated in 
the continuation of ordinary life, for she remains 
ordered by the daily activities of women. 

When one examines who are the people addressing 
themselves to Zebola for treatment, the impression of 
youth and modernity in the participation in the 
Zebola dance is confirmed. 

A large distribution of ages is found, from 2 to 70 
years, but the concentration of patients is under 30 
years: 139 of 187 cases studied, or 68°%% of the cases, 
are under 30 and 157, or 80°, are under 40. This 
concentration of patients is much less pronounced in 
the rural areas, and we are far from finding ourselves 
faced with a process of an aging rite in the large 
modern city of Kinshasa. 

The socio-economic level of the patients permits us 
to judge the degree of marginality in relation to socio- 
cultural change; we have considered here the profes- 
sion exercised by the patient or by her husband. We 
found that 32°, of the patients in Kinshasa are stu- 
dents, while 27°, belong to what one can qualify as 
salaried workers of low income; 14° are merchants 
and 9° belong to managerial professions. We are 
thus in the presence of a category of people relatively 
privileged in relation to the population of Kinshasa in 
general. Among the women patients, 10°, have salar- 
ied jobs, which represents a proportion much higher 
than that of the general feminine population of Kin- 
shasa, while 25% are students and 10°, merchants. 

One might say here that Zebola continues in Kin- 
shasa to draw from a relatively active and dynamic 
population without first addressing itself to “rising 
marginal groups” made up of salaried single women 
as is the case with other possession groups who con- 
secrate the marginality of their adherents and invest 
them with a power which touches all of their daily 
life. 
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Zebola seems to be one of the rites in Kinshasa 
which has best accomplished its transition from the 
rural to the ruban milieu, while still conserving its 
role of liaison between the person and her social 
milieu which helps her to reconstitute herself. This 
adaptability of Zebola is rooted in four differential 
characteristics of this rite: 


the great plasticity of the system of beliefs which 
takes into consideration the intervention of a 
Zebola spirit in the life of a person; 

the absence of a rigid association between a cultur- 
ally defined symptomatology and the interpretation 
of the illness in terms of Zebola, which permits a 
slippage of the body language concomittant with 
the evolution of “signifiers” in different milieux; 
the procedure of diagnosis itself which ends in the 
Zebola interpretation of the illness; 

the structure of the therapy itself in which certain 
lites of force are revealed as particularly pertinent 
in the attempt of women to restructure the new 
conditions of urban life. 


THE NEXUS OF INTERNAI 
TRANSFORMATIONS WITHIN ZEBOLA 


In order to grasp the transformations at work 
within Zebola, we have conducted research concur- 
rently in three environments: in the original rural 
milieu of the rite, among the Mongo in the Equator 
region; in a medium sized city of Equator region, 
Mbandaka; and in Kinshasa, the capital, with two 
million people of many origins. I will base myself here 
mainly on data accumulated in the first and third of 
these environments, in order to demarcate the princi- 
pal lines of transformation which the rite undergoes 
in its transit from one milieu to another; I will also 
mention the data on Mbandaka; these are as yet too 
fragmentary to be seriously taken into consideration 


The evolution of the scope of interpretation of the 
Zebola illness 

In several possession groups of Africa already de- 
scribed, the presence of a spirit within a person is 
explained as an alliance which existed in the past 
between certain spirits and certain families (see the 
N’doep in Senegal and the Nkita in Zaire), or as a 
choice made by the spirit of the person to be pos- 
sessed, based either on a chance encounter with the 
spirit or in a choice by the spirit. 

However, in Zebola, the intervention of the spirit in 
the person’s life is seen more generally in the context 
of a complex etiological process which brings into 
play the person and his relationships with others or 
with regard to the norm. Two examples follow: 


A young woman did not send money to her pater- 
nal aunt in the village. The angry aunt walks in the 
forest “citing the name” of the young woman; an 
evil spirit hears this name and comes into the 
young woman to make her ill; the Zebola spirit 
takes pity on her and comes into her to protect her. 
A woman refuses the advances of a man; he takes a 
piece of the cloth she wears and takes it to a fetish- 
ist who does certain manipulations with it, so that 
the woman falls ill; her dead mother takes pity on 
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her and calls a Zebola spirit to protect her, thus 

“ransoming” her to Zebola, to use the usual expres- 

sion. 

In these two examples, we see put into play two differ- 
ent indications of causality, which bring in ideas of 
punishment, malevolence, evil spirits, and magic, 
organized in a particular way in each case, which 
brings the intervention of the Zebola spirits into the 
illness and the initiation of the person into the Zebola 
group. The Zebola interpretation thus presumes the 
set of etiological references familiar to Zairian cul- 
tures so that it has its roots in a world view which is 
directly pertinent to the people involved. 

In another way, the absence of a rigid tie between 
entrance into Zebola and a precisely determined 
cause allows Zebola interpretation to remain perti- 
nent while social contexts and the problems they im- 
ply vary. 

I have examined two points in 
studied 


each environment 


the circumstances which gave rise to the inter- 
vention of the Zebola spirit in the life of the person, 
insofar as the circumstances may serve as indica- 
tions of the specific problems of the different en- 
vironments and the they are seen by the 
Zebola group; 

the meaning which surrounds the intervention of 


the spirit in each 


way 


case, or what motivated it. 


Aside from relatively rare cases where the interven- 


f 
tion of the Zebola spirit has its source in the world of 


the spirits (the choice by or encounter with a spirit), 


the circumstances at the origin of the illness can be 


classified in two categories 


those in which what is mainly concerned is the 
position of the person in relation to tradition, that 
is, the fact that she has transgressed certain impor- 
tant norms of conduct; 

those in which what is primary is a personal con- 
flict between the patient and certain people with 


is in regular contact and/or close rela- 


whom she 
tion. 


In fact, in the first category of circumstances, the rela- 
) a problem of rela- 
tionships with particular people, so that conflict is 
here also as an important element. The major differ- 
ence is that which one can ascribe to the primary 


implications of the subject in the conflict: 


tionship crystallizes most often int 


in the first case, it is the individual who is at fault 
because of his noncomformity to traditional behav- 
ior, the illness thus taking on the sense of a punish- 
ment; 

in the interpersonal conflict is 
involved more, certain bordering cases being classi- 
fied according to the function of what appears to be 
the most important element 


second case, 


The data in Table 1 show that the difference between 
the problems mentioned in the three environments 
concern mainly the importance of transgressing a 
social norm and interpersonal conflicts in the two 
urban environments and the rural milieu. It is these 
two etiological categories which will retain our atten- 
tion as these lead directly to the integration of people 
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Table 1. The context of spiritual intervention 


Rural milieu 


Encounter with a bad spirit 
Transgressing a social norm 
Interpersonal conflict 
Sorcery, fetishes 


Kinshasa Mbandaka 
Cases yA Cases 7 Cases ps 
Choice of the person by the spirit 11 7 6 14 9 11 
3 2 | l 
46 28 ~) 20 37 47 
90 55 25 57 26 33 
13 8 4 9 6 8 
44 79 


into daily life and to the problems which mark this 
integration in each milieu. 

In order to more closely define the sense of the 
observed difference, I will look in more detail at the 
elements which enter into these two etiological cate- 
gories and their incidence in each respective milieu. 

Let us look first at the problems which I have 
classified as a transgression of a social rule (see 
Table 2). The cases for Mbandaka are so limited that 
I restrict these comparisons to Kinshasa and the rural 
milieu 

In each of these two environments, we see that the 
transgression of a rule most often mentioned in the 
etiology of the Zebola illness is that which concerns 
the sharing of goods. On the basis of as yet fragmen- 
tary results I had suggested elsewhere [1,8] the idea 
that the to this rule occurred more fre- 
quently in Kinshasa and that the rule itself presented 
a more problematic character there. I advanced the 
hypothesis that this fact could be linked to the move- 
ment to a monetary and individualizing economy. 
However, the cases studied indicate that the sharing 
of goods is experienced in a way that is equally prob- 
lematic in each milieu; this brings us directly to the 
way in which the dialectic between community and 
belonging to the group is experienced; this dialectic 


y 


oses problems everywhere in daily life. It must be 
|! ; } 


reference 


noted that this category includes several cases where 
what is concerned is a reproach made to the woman 
by her in-laws who accuse her of monopolizing the 
goods of the husband, and this occurs in each milieu. 

The most important differences between Kinshasa 
and the rual milieu concern the importance of prob- 
lems linked to the bridewealth in the big city and that 
of punishment linked to arrogant behavior or poor 
relationships with the dead in the rural milieu. The 
fact that the etiology of the Zebola illness in the rural 


Table 2. The transgression of a social rule 


milieu returns, more often than in the city, to the 
theme of arrogant behavior of the patient or of her 
family introduces another rule of life which is very 
important in this milieu, one which concerns the place 
which each individual should occupy in the group. 
This “place” dictates to the person a whole set of 
manners and behaviors, and those who consider 
themselves superior to others in breaking out of this 
predetermined relational structure are looked upon 
unfavorably; in the city, these references are less clear. 

I will mention further the importance of relation- 
ships with the dead in the rural milieu (see Table 3). 

Concerning the major interpersonal conflicts which 
characterize the different environments, the impor- 
tance of jealousy should be noted, particularly in the 
rural milieu. This, and the polarization of jealousy on 
the position occupied in the group or on goods pos- 
sessed returns us to the theme developed above in 
regard to arrogance. In the urban milieu a new theme 
relating to inheritance appears, related to the move- 
ment from a traditional system of transmission to a 
more modern system which brings in the rights of the 
children opposed to those of the extended family, and 
the rights of wives, in the transmission structure of 
today’s society. This new inheritance structure is still 
far from being implanted and is accompanied by a 
feeling of vulnerability to the claims of others. 

It should be noted that an imprecise theme of 
“spitefulness” is found a bit more in Kinshasa, and so 
is, to an even greater extent, the theme of opposition 
of certain members of the family to a marriage which 
has been concluded. As in the case of problems linked 
to the bridewealth mentioned among the rules in the 
preceding etiologic category, we are no doubt con- 
fronted here with a progressive transformation of the 
individual position of the person in marriage agree- 
ments. It must be noted that certain cases included in 


Problems linked to the bride wealth 
Problems of sharing money or goods 
Problems of relations with authority 
Arrogant behavior 

Relationship with a dead person or 
non-accomplishment of morning rites 


Kinshasa Mbandaka Rural milieu 
Cases wh Cases Cases 
14 30 | 4 11 
20 43 3 11 30 
8 Be 4 5 14 
2 4 6 16 


Total 
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Table 3. Interpersonal conflicts 


Kinshasa Mbandaka Rural milieu 


Cases 


Cases Cases 


Jealousy 
linked to a position in the group or 
over questions of inheritance 
in relation to questions of love 
other 

Spitefulness, misunderstanding 

Refusal of love 

Refusal of the husband by the wife 
(divorce) 

Opposition of members of the family to a 
marriage 


this category could be classed with problems of re- 
spect for the rule, but most of them seem more to 
refer to a relational problem than to a rule of mar- 
riage. 

One could thus say that, on the whole, conflicts in 
the urban milieu continue those of the traditional 
milieu, although new orientations seem also to be 


emerging. Along these lines, [ would add that most of 


the interpersonal conflict still occurs, in Kinshasa, 
within the family group (in about half the cases) or 
that of the in-law family and co-wives. The conflicts 
with neighbors and colleagues, which could be linked 
to new conditions of existence and of work, are con- 
cerned in only 10% of the cases in Kinshasa. 

The second point examined concerning the trans- 
formation of the system of beliefs in the different en- 
vironments concerned the meaning of the Zebola 
spirit’s intervention in the pathogenic situation, that 
is, the reason for this intervention. 

A primary feature to be noted here is the impor- 
tance of the protective role of the Zebola spirit in 
actual cases collected from all environments. At the 
level of speech, the Zebola healers in the rural milieu 
told us that a spirit could intervene in an illness as 
direct agent of punishment, set in motion for example 
by the complaints of a person who felt 
wronged, when the person failed with respect to a 
norm of traditional behavior. This punitive feature is 
found in only four cases in the rural milieu, among 


lable 4. Reasons for the protective 


The spirit’s own will 

The intervention of a dead family member, 
herself member of the rite 

The intervention of a dead family member, 
non-member of the rite and who “pays” 
the Zebola 

The intervention of a dead member of the 
rite, unrelated 


himself 


19 76 
0.10 0.53 


0.16 


0.22 


the 75 for which we have information on this point, 


“and none at all in Mbandaka or Kinshasa. 


The cases on which the intervention of the Zebola 
spirit is based on the choice of the spirit are also 
relatively rare, although less so in the rural milieu, but 
the most important difference lies in the reason why 
the spirit intervened as protector in the context of a 
pre-existing situation where the health of the person 
was in danger. I have retained here only the cases in 
which the protective intervention of the Zebola spirits 
was explicitly mentioned at the time of divination 
(Table 4) 

On this point, important differences arise between 
the two environments. The cases on which the inter- 
vention of the spirit are based on the will of the spirit 
to protect the person are clearly more numerous in 
Kinshasa; and in the rural milieu, the dead family 
member who intervenes to ask the protection of the 
Zebola was, more often than in Kinshasa, a member 
of the rite 

On this second point, it should be noted that this 
type of “ritual familial” context appears expecially in 
the cases from the Mampoko area, where the Mongo 
and the Ngombe live in close symbiosis, rather than 
from Bakakata which is strongly Mongo. This is per- 
haps due to the influence of a Ngombe rite closely 
resembling the Zebola, the Esombi, which the Zebola 
healers identify with the Zebola but which is dis- 
tinguished by certain characteristics. In this region, the 


intervention of the Zebola spirit 


Kinshasa Rural milieu 


Mbandaka 


“ases Cases 


Total 
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patients are envisaged as being placed before a tribu- 
nal where the spirits discuss their fate. It is in this 
context that a member of the family may intervene to 
request protection for his descendant and the trans- 
formation of the illness into a Zebola illness, permit- 
ting the Zeboal treatment. The familial basis of the 
Esombi, nevertheless, seems more marked than that 
of the Zebola, in the sense that the Esombi protection 
is more often explicitly linked to an ancestor who was 
himself a member of the rite; we find ourselves here 
on the borderline of cases of familial transmission of 
membership in a possession group, although this 
transmission is concretized generally only when an 
independent problem of conflict arises. 

This familial basis of membership in the rite has 
almost totally disappeared in Kinshasa, where 
entrance in the Zebola group is experienced as an 
event of a much more individual nature. 

In examining what determined the intervention of 
the Zebola spirit in the urban milieu, two points 
should be noted. 

First, the fact that, in 63°% of the cases, the interven- 
tion is based on an intervention of the person’s own 
ancestors which allows city dwellers to build a bridge 
between a common African experience, in which rela- 
tionships with the dead always occupy an important 
place, and the Zebola spirit, whose existence was 
revealed by divination; this latter, in the city, may be 
a reality far removed or unknown especially for the 
non-Mongo patients who constitute about 40% of the 
Zebola clientele in Kinshasa. 

Second, the relatively greater incidence of cases 
where protective intervention of the spirit is based on 
its own free will may respond to feelings of rupture or 
of distance between the individual and the traditional 
protective figures, the elders and the ancestors; this 
psychological isolation, along with an increase in the 
sense of personal insecurity in the urban milieu, 
stimulates individuals to look for a source of reassur- 
ance and protection in new figures. The possible 
influence of other groups of possession in Kinshasa, 
like the Mpombo, come to mind; these groups are 
more centered on the act of choice by the spirit and 
on the concommitant importance attached to those 
possessed. 

One might wonder whether this shift in the reasons 
for the intervention of the Zebola spirit is not accom- 
panied by a transformation in the concept of the spirit 
itself. In fact, in our inquiries in the rural areas, we 
oftén wondered whether the Zebola spirits constituted 
a particular category of spirits or whether we were 
facing what might be called a particular modality of 
ancestral intervention and the dead in the life of the 
living. It seemed to us that in Kinshasa, the tendency 
to “substantialize” the Zebola spirit, and to confer on 
it an autonomous existence, was more pronounced. 

In concluding this consideration of the transforma- 
tion of the belief system in the Zebola, we can say that 
the plasticity of the system allows the Zebola interpre- 
tation to reflect problems linked to transformations in 
conditions of life. 

Even in the traditional milieu, it can be said that 
the Zebola spirits, through their protective dimension, 
appear as mediating agents which allow people, and 
more particularly women, to remove themselves 
somewhat from the constraints of traditional laws and 


to reinforce their position in conflicts which oppose 
them to members of the family group, husbands or 
others. We have seen how the accentuation of inter- 
personal tensions, which is so often mentioned in the 
African urban milieu, is reflected in the Zebola etio- 
logy, as are certain problems linked to the transfor- 
mations of conditions of life and values in this milieu. 

It also seemed to accompany a certain process of 
individualization of the Zebola in Kinshasa, notably 
through the greater number of cases in which the rela- 
tionship of the person and the spirit was dual only, 
without going through the medium of dead family 
members. 

If we now examine what has made possible this 
adaptation of the system of Zebola interpretation to 
the real problems experienced by people, we must 
turn to the diagnostic procedure of the Zebola. 


The diagnostic process in different environments 

The Zebola diagnosis indicates both the Zebola 
nature of the illness and its primary cause. What 
characterizes most possession groups in Zaire is the 
fact that the patient, by her behavior, attests to the 
presence of the spirit in her by being possessed and 
thus makes the diagnosis of her own case. 

In the Zebola, the patient is placed in a small en- 
closure of mats and blankets and undergoes a steam- 
bath based on roots and herbs, after receiving various 
drops in her eyes. All around her, members of the 
group sing and clap their hands to the sound of 
drums to invite the spirit to appear. The patient 
begins to tremble and, sometimes, to cry; it is through 
her voice that the spirit is supposed to reveal its iden- 
tity and announce the reason for its intervention; it is 
stimulated by the questions of the healers and by the 
family members present. 

The expressed cause thus has every chance of coin- 
ciding with the problems actually experienced by the 
person. Sometimes this first revelation remains rela- 
tively rudimentary, and a second divination always 
intervenes again at the end of the treatment; the 
patient is then more familiar with the role she should 
play, in the context of which she has lived during 
several months with the healer, and by her attendance 
at other divinations effected by her companions. It 
may be that it is only then that some patients are able 
to understand their problems sufficiently to verbalize 
them. (It is sometimes only at that moment that a 
truly aggressive release can take place against certain 
people of the patient’s environment who are accused 
of being at the source of the problem, or that the 
spirit publicly denounces certain of the patient’s be- 
havior.) What is revealed thus often surpasses the 
strict limits of the illness and implicates the whole set 
of relationships in the family group. 

Here also nevertheless, we find essential differences 
between the rural and urban environments. In fact, 
the possibility that the spirit cannot appear is recog- 
nized from the beginning, if the patient’s spirit is “too 
tough” to allow the Zebola spirit to speak through 
her or if this spirit is “blocked” by evil spirits which 
must be first neutralized by the treatment. Thus, when 
the patient is not able to enter into a trance, it is 
always possible to put a member of her family or 
another intermediary in her place in the steambath; 
the intermediary may be another patient under treat- 
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Table 5. Intermediary at the divination 


Kinshasa 


Rural milieu 


Cases 


°% of Mongo 


Cases 


The patient alone 
The patient plus a medium 
The medium alone 


Total 


ment or a former patient who is a medium appointed 
by the healer because her spirit is “tender”. 

It can be seen from Table 5 that in the rural milieu, 
every patient treated in the Zebola has been able to 
let the spirit express itself through her; in only two 
cases was it necessary to make a second attempt using 
stronger medicines or other sorts of ceremony. 

In the urban milieu, by contrast, only 43% 
patients were able to enter into a trance in the first 
steambath. In 35% of the cases, she did not even try, 
either because she feared the experience of possession 
in the beginning, or because she preferred to hear for 
herself the revelations which the spirit would make. In 
22% of the cases, the patient entered the steambath at 
first but the spirit could not speak and her family 
“bought” a medium to replace her. 

A possible hypothesis is that the trance of posses- 
sion has become a more remote reality in the cities 
and that the psychological distance which separates 
the citydwellers from this experience is translated into 
an incapacity or fear of entering into a trance. A not- 
iceable factor here is the decreasing proportion of 
Mongo when moving from the category of those who 
are able to go into a trance, to those who fail and 
finally to those who refuse. This reinforces our hypo- 
thesis which emphasized the relationship between 
going into a trance and the familiarity with this type 
of experience, for the Zebola and its rites form more a 
part of the cultural background of the Mongo than 
they do for other ethnic groups in Zaire. 

We see here that a possibility already present in the 
system of symbols in the original rite allows the rite 
to continue to be applied in another kind of environ- 
ment where the psychological conditions have 
changed. 

To return to the relationship between the results of 
divination and the actual problems of individuals, 
when the diagnosis is made through a medium other 
than the patient, it should be noted that the patient 
still intervenes in the determination of the cause of 
her illness by her responses and reactions to the ques- 
tions and speeches of the medium. In fact, the disclo- 
sure of the truth is made progressively by tentative 
steps, as the medium explores the different possible 


of the 


causes of the illness. 

Even when the patient plays the role of medium, 
the announcement of the cause is always made during 
the course of a dialogue and the patient is assisted in 
the search for the truth by the healer who questions 
her, trying to guide her in defining her throughts. The 
orientation of these questions reveals the healer’s pro- 
found knowledge of the society to which the patient 
belongs and of the milieu in which she lives. In utiliz- 


ing simultaneously her knowledge as psychologist and 
sociologist, the healer guides or takes up, according to 
the case, the process of divination. 


The transformation of symptoms 


In defining the Zebola illness, I have shown its 
semantic relationship to a system of interpretation 
which suggests the Zebola spirit’s intervention in the 
illness. I noted then that the Zebola illness does not 
coincide with a predetermined configuration of symp- 
toms which would permit the definition of a Zebola 
illness’ presence with certainty from the beginning. 

In fact, a study of numerous cases of illnesses diag- 
nosed as Zebola shows that there is nevertheless a 
polarization of symptoms around certain configur- 
ations, but that this varies again according to the 
environment of the study. The major complaints 
[19] associated with the Zebola illness are shown in 
Table 6 

An initial remark to be made concerns the greater 
concentration of complaints in the rural milieu of 
what could be called typically Zebola symptoms, 
which a greater number of patients report. A higher 
frequency is found here of general malaise of the 
patient made up of dizziness, weakness, and loss of 
weight, and which constitute the backdrop against 
which more specific symptoms show up 

This symptomatology remains frequent in Kin- 
shasa, but to a lesser degree. In contrast, headaches 
are equally frequent in both environments. 

Another important point here concerns the fre- 
quency of what I have called symptomatology of a 
psychological nature in the rural milieu. In order to 
better understand the meaning of this, we must exam- 
ine more closely what it covers in the different en- 
vironments (Table 7). 

We see that the psychological symptoms in the 
rural milieu are more definite and are moulded in a 
cultural form which immediately suggests the inter- 
vention of the Zebola spirit to those concerned. There 
is a relationship to be noted between running away 
expressed as a sudden impulse, and the idea by which 
the forest spirits attract the individual. Possession in 
fact appears also by the fact of the patient fleeing and 
disappearing into the forest, where she is found two 
or three days later, sometimes up in a tree. The healer 
and the family go in search of her, beating drums and 
chanting songs in honor of the Zebola spirit. At other 
times, possession appears when the patient begins to 
speak at random, most often in an incomprehensible 
language. 

The frequency of cases, in the rural milieu, in which 
certain aspects of the patient’s behavior immediately 
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Table 6. Complaints associated with Zebola illness 


Kinshasa Rural milieu 


Mbandaka 


Cases 


Cases eA Cases 


General malaise (dizziness, weakness, 
loss of weight) 

Symptoms of a psychological character 

Headaches 

Fainting 

Pain in the heart or palpitations 

Gynecological problems 

Muscular stiffness, heaviness, paralysis 

Digestive problems 

Respiratory problems 

Various 


Total of cases 


suggest the Zebola illness should also be emphasized; 
these signs of the Zebola illness concern particularly 
the gaze of the person, who blinks or whose eyes are 
red and the patient is seated, immobile, as if absent. 
In Kinshasa, by contrast, we find more atypical 


psychic disorders, where the patient shouts, takes off 


her clothes or begins to hurl invectives at others. The 
presence of trembling and sobbing which could con- 
Stitute latent forms of possession, should also be 
noted. 

In putting together what is brought out in the 
Tables 6 and 7, the impression arises that in the rural 
milieu people still possess a sort of language which 
permits them to mould their illness in a way that is 
immediately decipherable by others. This brings us to 
what I have said about the importance of people’s 
familiarity with the rite, when I outlined the pro- 
cedures of the Zebola diagnoses in the different en- 
vironments 

In the urban milieu, this cultural language is lost 
and we find a greater number of diverse somatic 
symptoms or undifferentiated psychic symptoms. One 
of the roles of the treatment is thus to make some 
sense of this proliferation of symptoms and to guide 
the person into the system of Zebola interpretation, 
during the course of a long period of treatment to be 
undergone with the healer [2, 20]. 

Once again it is the lack of a rigid link between the 
Zebola interpretation and a configuration of symp- 


Psychic disorders 
The patient trembles 

The patient sobs 

Strange or withdrawn behavior 
Possession 

Hallucinations 

Flight, running away 

Dreams 

Feeling of fear 

Nervousness 


Total of cases 


8? 


779 


toms which ensures the flexibility of the rite and its 
adaptability to a milieu where its meaning is in a 
process of transformation. 


Continuity and adaptation in the Zebola therapy 


It could be said that the main lines of action which 
structure Zebola therapy have remained roughly iden- 
tical in the city of Kinshasa. In fact, the three main 
bipolar structures described in the beginning are an 
integral part of Zebola and continue to mark its prac- 
tice in the urban milieu. 

In Kinshasa, nevertheless, some transformations in 
the therapy occur, which appear at first glance to be 
peripheral adaptations of the rite to urban conditions 
and to the constraints which these present. I am 
thinking here of, among other aspects, the simplifica- 
tion or a certain impoverishment of the medicinal 
part of the treatment, due to the absence of certain 
botanical essences in the ecology of Kinshasa and its 
immediate vicinity. Some healers try however to com- 
pensate for this lack by making periodic return trips 
to the Mongo region which is the origin of the rite, to 
bring back various medicines. In the same way, a 
reduction of certain important sequences of therapy 
can be observed, those which normally take place 
along the riverbank or in places known for the power 
of the spirits there. 

More important to note is a simplification at the 
level of ritual sequences. In the rural milieu, these 


Rural milieu 


Cases 


24 


6 
4 
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sequences are much more clear cut; they comprise 
several public dances which do not possess the impor- 
tance of the big final dance but which lead the patient 
progressively toward this: to partially lift the behav- 
ioral prohibitions, to give strength to the body during 
treatment, to appease the spirits, to publicly exhibit 
the progress of the patient in the Zebola dance. 
Further, another dance is often organized by the 
patient several months after her departure from the 
healer. 

In the urban milieu, these episodes tend to be con- 
centrated in a single day, although there are observ- 
able differences among the various Zebola groups in 
Kinshasa. The healters who have thus most adapted 
their procedures of treatment to the urban milieu 
have the most diversified group of patients. There is a 
greater dichotomization of the treatment into two dis- 
tinct moments: that of the hospitalization, when the 
patients live closely amongst themselves and should 
show discreet and reserved behavior, and that of the 
public dance when the accession to a new confidence 
is played up in several-hours, as I have described. The 
last public training for the big dance sometimes takes 
place among the members of the group who unite for 
the occasion, or in the first stage of the coming-out 
ceremony which includes the second divination. 

Another line of transformation concern the lesser 
importance of the family’s implication in the treat- 
ment in the urban milieu. In the rural milieu, it is 
really the whole family, in all its branches, who 
accompany the patient to the healer and who attend 
the divination. This last is preceded by a familial 
ritual benediction in which each person publicly 
states his agreement to the disclosure of causes and 
the recovery of the patient. In the city, while it is still 
indispensable for certain family members to indicate 
their agreement to the healer taking on responsibility 
for the patient, this agreement is more peripheral and 
occurs more often as their presence during certain 
stages of the treatment and less as a ritual form as in 
the rural milieu. 

In the same way, in the rural milieu, the final dance 
takes place most often at the patient’s home or at that 
of an important member of her family, so that the 
coming-out of the patient is accompanied by public 
attention paid to her in the context of daily life. 

These two lines of transformation are evolving the 
Zebola into a form of treatment focussed more on the 
patient herself, thus meeting a tendency we noted at 
the level of the evaluation of the system of representa- 
tion. 

The Zebola community in this context may take on 
a greater importance in that what is valued in the city 
will be more the entrance of the patient into a new 
group of reference rather than a modification of the 
position she occupies in the interplay of ordinary 
social relations. This continues the importance which 
arises already from belonging to the Zebola commu- 
nity in the rural milieu 


THE REALITY OF ZEBOLA IN THE 
URBAN MILIEL 


In the set of characteristics which defines the 
specific therapy of the Zebola, and which I described 
at the beginning. it is perhaps its orientation toward 


the individual which is responsible for the great popu- 
larity it continues to enjoy in Kinshasa. 

This orientation is an integral part of the tradi- 
tional structure of the Zebola. It appears with special 
clarity in the way in which the Zebola system of inter- 
pretation is organized; the cause of the illness in effect 
always makes reference to a conflict which concerns 
the person herself in her relationship with others. The 
expressed cause is always linked to something im- 
mediately meaningful in daily life, and we have seen 
how the principal points of the etiology in the rural 
milieu take as a priority the position of the woman in 
the system of relationships: through the frequency of 
themes of arrogance, of jealousy linked to position, of 
sharing goods, of relationships with the dead... We 
have seen how the intervention of Zebola spirits as 
protectors of the person in these conflicts permits her 
to remove herself somewhat from the pressures of a 
milieu which is sometimes difficult to live in, particu- 
larly for women. 

Along the same lines, we have seen that the search 
for causes is situated in a movement of interaction 
between the healer’s understanding of society’s ten- 
sions, and the individual’s words, whose importance 
in the determination of the cause is accented in the 
procedure of the diagnosis. 

We have seen how this importance attached to the 
individual reappears in the development of the com- 
ing-out event, and it is understandable that this is 
particularly important in a milieu in the throes of 
social change where women are victims of contradic- 
tory roles, and have great difficulties in asserting their 
position, as much within the changing family struc- 
ture as in a society which has not yet clarified its 
position toward them. 

Further, if the entrance into a community, that of 
the Zebola, already plays a role which can be quali- 
fied as challenging or liberating in traditional society, 
it has an extremely important role in a milieu where 
the traditional networks of solidarity have difficulties 
in fulfilling their roles and where they still convey 
traditional concepts of the place of women in society. 
In this context, the Zebola community comes in to 
constitute a new support group which can assist the 
person in passing through certain crises; some then 
move away from the Zebola group, either because 
they did not find as much support as they wanted or 
because they found sufficient confidence in themselves 
to face daily life alone; others continue to associate 
themselves for many years or during their whole lives 
with a community which has become one of their 
essential reference points. It is possible for the Zebola 
community to have an important role to play in the 


growing level of consciousness among women in 


modern society. 

Finally, Zebola fulfills an important psychological 
function through the links it establishes within the 
person between references to tradition and modernity. 
On one hand, in agreeing to enter into the Zebola 
treatment, the person agrees to return, in a way, for 
several months to a reference context marked by tra- 
ditional concepts, values-and modes of life; in accen- 
tuating the fact that the patient should now take an 
active part in the relationship which unites her to the 
Zebola spirit which protects her, the Zebola rite 
insists on the importance of this movement with a 
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positive reference to tradition. We saw how, in the 
city, the initial capacity for an active reference from 
the patient to the treatment which underlies the 
Zebola does not constitute an indispensable pre- 
amble, and one of the aims of the treatment will be to 
reinforce this reference within the person. 

The fact that the interplay of the system of interpre- 
tation allows a certain distance from the norms of 
traditional behavior reinforces the position of the per- 
son in the evolution which she is undergoing in 
modern society. 

This key position of the Zebola rite with respect to 
making available new models adapted to modern life 
is reinforced by the fact that possession, in being situ- 
ated especially in the cognitive realm rather than in 
that of the trance, is less marginal than in other pos- 
session groups in relation to behavior standards 
which are acceptable in the city. 
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Medical pluralism has been little developed for the study of Arabic medical history because of 
the court of 


Abstract 
the scholarly preoccupation with YUnani medicine which lasted for a few centuries in 
medieval Baghdad. Therefore this paper outlines what would be the main trends which competed in the 
social formations of Arab and Egyptian history during the Islamic era. It has been found best to begin 
by approaching the trends as ideological expressions of social groups in conflict and not to isolate 
medical thought from the rest of culture, since most writers would reject a too artificial separation of 
medicine from other areas of knowledge. Following this procedure, most attention is focused on the 
social context which produced Avicennianism and on the gradual and ambivalent victory of positivism 


over Avicenna among ruling classes during the past few centuries. Stress is placed on those who, like the 
Marabouts, addressed the problem of psychological disruption caused by the adjustment of the masses to 
a market economy in the sixteenth to the eighteenth centuries. Marabouts performed a critical function 


in the development of the overall modern world economy through their skills, since the whole build up 
to an through the Industrial Revolution of England was predicated on a 
unfinished products many of which came from the periphery, from 
five characteristic social formations which spanned Arabo-Egyptian history from the pre-Islamic era t 


the present are discussed with their different trend 
argument of the paper is that social history will serve to integrate medical hist 
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coming of the West obliges us to take the modern indigenou 


INTRODUCTION 


Medical pluralism has not been a topic in the history 
of Arab medicine because of scholarly fixation on the 
Yunani tradition (see Table 1). The relatively short- 
lived mediaeval period of Yunani medicine 
recurred”; no studies exist which suggest that tradi- 
tional medicine of any sort now plays a noteworthy 
role, except by default, where allopathic medicine has 
not been developed [1]. Yet this 
injustice both to the past of Arab medical history and 
to the present [2]. Two corrective methodological 
emphases found in this essay are first, the emphasis 
on medicine as ideology, i.e. the philosophical roots of 
medicine, or medicine as culture, rather than the 
details of its practices; and second, reliance on social 
history, i.e. a perspective of class struggle, and class 
basis of culture, thereby linking medicine to the out- 
come of larger social and cultural struggles in the 
various periods [3]. The uniqueness of medicine is 
downplayed for the sake of integrating it more 
broadly into different class cultures, to develop the 
idea of medical pluralism. If these hypotheses can 
be sustained even in a preliminary way, this would 
encourage attempts at a fuller realignment of what is 
now the study of the history of isolated individuals 
(great doctors) back into the mainstream of the disci- 
pline of history. It would diminish and probably for 
the better the concentration currently paid to that 
school of doctors in the Yunani tradition by spread- 
ing scholarly attention over a much more diverse 
canvas. 


“never 


does serious 


| | wat 1 ' 
In political history books, Arabic history 
is a series of dy 


during the 
nasties; here the emphasis 


be within social history on dominant types of 
socio-economic formations [4]. The model adopted in 
this paper will employ five. From the Jahiliya to 660 
\.D., nomadic and commercial groupings dominated 
most of the Arab near east. Among nomads, medical 
as the Prophet’s Medicine, 


carried great prestige. Cures relied on the collective 


aphorisms, later known 


which the healers could make 
In the commer- 
cial towns of the Levant and in towns like Alexandria 
in Egypt, neo-Platonic and Yunani medicine was 
guarded. These would flourish again when the state 
grew strong. A second period, 660-950 a.D., was 
marked by the predominance of agrarian tributary 
regimes. Three cultural orientations appeared. The 
courts sponsored Yunani medicine, the commercial 
structures in important towns like Basra turned to 
mystical theology, keeping alive the older neo- 
Platonic heterodoxies of which the Brotherhood of 
Purity and the Ibadiyya perhaps can be included. A 
third tread was the mass culture among slaves, peas- 
ants and some artisans, known politically as the Zanj 
movement. The struggle of the peasants in movements 
like the Zanj broke apart the Caliphate and ushered 
in a period of tributary regimes based more heavily 
on craft and trade, lasting from 950 to 1550. From 
950 to 1550, the small dynasties spread out over a 
wide area were dependent on the rich merchants 
when their agrarian sectors collapsed. States spon- 
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Table |. Principal social formations and trends in medical philosophy in arabo-Egyptian history 


Formations of nomadic dominance 
over urban areas—from Jahiliya to 


660 A.D 


1. Dominance of Prophet’s Medicine I. 
2. Yunani tradition in Levantine 

cities 
3. Neo-Platonism in Alexandria 


Purity, etc. 


Folk Culture of Zanj Movement 
(Midwives, Saints, Seers, etc.) 


Periphery state formation (Anatolia, 
Egypt, Morocco, India, etc.) 
1550-1850 


1. Court patronage to positivism 
mixed with Avicenna 
Continuation of Avicenna in 
Muslim commercial/industrial 


centers 
3. Rise of Marabouts, Saints in 


rural areas 


> 


Agrarian tributary states: Ommayad 
and ‘Abbassid, 660-950 A.D. 


Court Culture Based on Aristotle 
and Yunani Medicine 

Commercial Sector (Basra) 
Dominated by Isma‘ili Movements, 
Ibadis, Brotherhood of 


Periphery capitalism, |850—present 


Commercially-based tributary 
states, 950-1550 


Avicennian Dominance 
Court Patronage of 
Minorities in Yunani 
Medicine 

Radical Stifism among Urban 
Guilds 

Medicine of the Prophet 
among Nomads, Peasants 


1. Ruling class support for 
positivist medicine 

2. Spiritual medicine among retail 
merchants, lower bureaucrats, 
and in the petty commodity 
production sector 

3. Saints, shrines, Marabouts—in 


rural areas, hinterland peoples, 


among women more than men 


sored guild organizations and tried to control labor 
tightly. The merchant by virtue of his focal position in 
the economic process came close to being a capitalist 


in the modern sense [5]. This period saw several 
trends in medical philosophy. The older tribal and 
peasant medicine, the Prophet’s medicine, continued 
since tribes had a crucial role to play in the commer- 
cial and industrial process in the distribution sphere 
[6]. The Yunani orientation also continued in the 
courts but on a diminished basis and with minorities 
playing a very significant role; the reasons for this 
need a brief explanation. Standard works point to an 
Islamic religious reaction against Greek rationalism 
but without finding a particular reason for its timing. 
The hypothesis, that the socio-economic base of the 


Caliphate, was changing, and that the whole body of 


thought inherited from Greece which dwelt on polari- 
ties was now out of place, whatever its heuristic value, 
is offered here in its stead. Peripatetic thought and 
Galenic medicine continued to be patronized by the 
Muslim rulers among their non-Muslim subjects, so 
that the benefits could be enjoyed but that the intel- 
lectual venture could be carried on at a distance from 
the new holistic mystical philosophy which legiti- 
mized the state. This new state philosophy was 
Avicennianism. It attempted to codify the findings of 
Greek learning within a pyramidal theological form 
which also had room for a dialectic. 

By the 1400s important changes had taken place 
over a wide area including Egypt and Tunisia. The 
centers of production and the government sponsored 
institutions like guilds appear to be in disarray. The 
center of production for a number of commodities in 
the East Mediterranean was moving to Italy. The de- 
cline of the commercial and industrial economies of 
this era has been explained in part by the plague, but 
the plague itself seems to victimize the Near East 
worst when the society is in some fundamental period 
of change. If one follows the line of thought of Rod- 


ney Hilton, the change may well have resulted from 
the struggle of workers against the labor conditions. 
Whatever the case, the balance after the struggles 
shifted in the Middle East and North Africa back to 
the landlords and away from merchants, while the 
struggles in Europe bringing about an end of feudal- 
ism were progressing in quite the opposite direction. 

When capitalism and the modern world market 
arose in the middle of the sixteenth century, the 
merchants of the West found themselves with a mon- 
opoly in the manufacturing area since the East was 
dominated by landlords. The two groups, Western 
merchants and Eastern landlords, had common inter- 
ests spelled out in the long interval 1550-1850. These 
three centuries saw the rise of Capitalist relations in 
the West and of periphery state formations elsewhere 
in Anatolia, Egypt, Morocco and India. With the 
return to the social polarities inherent in an agrarian 
tributary structure, ruling cricles were attracted to 
Yunani medicine. Yunani medicine however did not 
proceed as in the past but amalgamated itself pro- 
gressively with the findings of Western allopathic 
medicine, now positivist. Meanwhile Avicennianism 
continued in many places; it was particularly notice- 
able among the merchant-industrialists of Cairo and 
Damascus until the eighteenth century. Avicenna’s 
holistic framework, shorn of some of its heterodoxy, 
continued to be congruent with guild labor and Sifi 
orders. However, in reaction to the renewed pressure 
of states in the sixteenth and seventeenth centuries for 
the production of grain and other export commodi- 
ties, still other movements arose in the countryside on 
the periphery, and these movements had the effect of 
weakening the new central governments noticeably. 
The Marabouts in North Africa and the Saints thus 
constituted a third trend after YUnani—positivism, and 
Avicennianism. Up to now interest in Maraboutic 
medicine has been shown only by twentieth century 
ethno-psychiatrists [7]. A historical study of the six- 
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teenth to eighteenth centuries might well show that 
the role of the Marabouts in helping people in the 
countryside adjust to the psychic strains of market 
conditions was of great importance for all of modern 
history. Whatever the case, the continued production 
of raw goods and their export to Europe was a major 
precondition for the Industrial Revolution of Europe 
of the eighteenth century. With the Industrial Revolu- 
tion, trends which appear blurred because they took 
shape slowly both in Europe and the Middle East 
assumed a sharper image. 

From 1850 to the present, periphery capitalism and 
modern centralized states dominated the Middle East 
and North Africa. The flood of Western machine- 
made goods helped to decimate local industry, throw- 
ing power more firmly into the hands of the land- 
holders and the commercial minorities who traded in 
the local raw goods. The various struggles of artisans 
and workers in the late eighteenth century and early 
nineteenth century in Egypt in the time of Muham- 
mad ‘Ali had no doubt unintentionally furthered this 
process. The new capitalist ruling class embraced 
Western allopathic medicine as positivism was no 
longer an alien mode of inquiry. The 
holistic psychosomatic medicine employing the name 


of Avicenna continued in the oppressed circles of 


Muslim merchants and in the hinterlands where mer- 
chants remained strong, as in Libya and in the Sudan. 
Among the growing peasantry, Saints arose for men 
and women as sexual division of labor became more 
pronounced in the countryside. 

It is necessary to turn to examine with more preci- 
sion the implied rationale for locating medical 
thought in its social milieu and for seeing it as a part 
of ideology. Obviously the recasting of known mater- 
ial is not a substitute for monographic work. Mono- 
graphic studies of the condition of tribes, merchants 
and their medical cultures at different periods are 
needed. Groups lived to a degree in isolation from 
each other during long periods of history and the 
ecological and historical conditions which affected 
certain groups must be pieced together separately. At 
the same time, even in pre-modern history there were 
dynamics which made for qualitative alterations 
affecting the life of whole social formations. There was 
struggle; there was a division between those who 
controlled the means of production and those who 
worked for a possessing class. It is in this sense that 
one can speak of class and conflict in relational terms; 
exact designation depends on the struggle and on the 
relations of production. Even the class basis of culture 
was often masked. Production was organized (and 
sometimes still is) in such a way that the unity of the 
worker with his employer could be stressed; such 
unities were often enshrined in holistic thought like 
Avicenianism, Sufism, kinship ideology. Later the 
opposite was the case; labor became a commodity as 
under modern capitalism; under capitalism the 
employing class then turned to positivism. 

Positivism here is used in a sense distinct 
empiricism with which it is sometimes allied. It is also 
distinguished from Greek science which found in 
nature a series of opposites and symmetries which 
became a necessary part of reality, the theories of 
Galen being a case in point. Positivism arose when 
man turned to the study of nature in a new way 


from 


tradition of 


grasping the particular as an isolated entity, as a 
legitimate object of concern and as a sufficient one as 
well. Man’s apprehension of nature in this fashion 
arose under the new conditions of class relations in 
the sixteenth century as labor became a commodity, 
specifically an alienable commodity. Positivism thus 
overcame the limitation of Galenic anatomy and 
humoral health theories which while grounded in em- 
pirical research called for a balancing of polar oppo- 
sites, polar opposites being the predominant social 

mental structure in slave and tributary societies. 
Positivism went beyond even the latter day empiri- 
cism of the Arabs which permitted some degree of 
gathering facts, e.g. formularies, star charts, but not 
such as to disrupt the social order. This pre-positivist 
empiricism was particularly dominant in the famous 
Arab commercial-industrial and it edged 
toward positivism with the breakdown of the guilds: 
in the case of Cairo this took place in the later 
eighteenth century. Breakdown of the guild here has a 
specific meaning; workers had struggled against the 
guilds at several points in history, and had crippled 
production. This also had had the effect of paralyzing 
cultural life. What was specific about the disruption of 
the guilds in the late eighteenth century in Cairo was 
that it was accompanied by a large rise in day wage 
labor and presaged a fundamental transformation of 
labor relations. At this point the empiricism of the 
merchants went through a qualitative transformation 


centers 


toward positivism. 


DOMINANCE 
(to 660 


OVER URBAN AREAS 
4.D.) 


NOMADIC 


The Medicine of Prophet which existed in 
Qur'an and Hadith has been written about exten- 
sively as a point of contrast to Yunani medicine. But, 
it is also well-known that the Medicine of the Prophet 
was not born with the Qur’an but came after centuries 
of nomadic cultural life and to a considerable extent 
in reaction to changing conditions which were giving 
the upper hand to two Arabian towns, Mecca and 
Medina. It is therefore not surprising to find in 
Muhammad's family not only nomads but prac- 
titioners who had been trained in the famous medical 
school of Jundishapur, e.g. Al-Harith ibn Kaladah and 
his son Nadir. Al-Harith’s reputation extended to the 
Court of Chosroes [8]. Prophetic Medicine 
actually collected after Muhammad’s death (some- 
times forged even centuries later) in the form of rules 
about hygiene, baths, drinking, marriage, circum- 
cision, sanitation and diseases. The form of these rules 
stands out in contrast to the dialectical and holistic 
thought of much nomadic lore: “God hath not 
created disease without first creating its remedy”, or 
“Dieting is the best cure”. Whether structure can be 
used as evidence for dating or defining social context 
is not certain. It is commonly assumed that the 
contents of much of the Prophetic medicine might 
have originated in “Jewish medicine”. 
However, if one turns to writing on 
medicine of the period, that which is stressed is not 
comparable at all to prophetic medicines; take for 
example the discussion of the Book of Asaph of Asaph 
Judaeus of the seventh century. particularly his 
physician’s oath, or the writing of the earlier Rabbi 


was 


Jewish 
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Samuel of the late third century [9]. Rather one could 
speculate that if Jewish influence was involved, it 
might have been nomadic in part or perhaps a reac- 
tion to nomadic culture. It might be possible to speak 
of a nomadic medicine Arab or Jewish which existed 
before Muhammad and at a distance from Muham- 
mad and which had the power after Muhammad to 
fabricate hadiths as a way of legitimating its world. 
But the nomads at the time of Muhammad in the 
proximity of Mecca and Medina were clearly being 
drawn into a new orbit of subordination and frag- 
mentation. Meanwhile at some distance from Arabia, 
the School of Alexandria and the Doctors of the 
Levant carried on, among them Jews and Christians. 
The social history as well as the cultural history is not 
well enough developed to permit more than the 
suggestion that both the neo-Platonic tradition and 
the Yunani may have been flourishing in the alchemi- 
cal works of Mary the Copt (d. 637) and in the works 
of Joannes Grammaticus (Yahya al-Nahwi), active 
around 627-40. 


AGRARIAN TRIBUTARY STATES (660-950) 


With the development of tributary agrarian states 
after 660 a.D., and the reestablishment of social polar- 
ities of ruling bureaucrat and warrior versus direct 
producer or dhimmi, the Aristotelian or Yunani pat- 
tern of inquiry reasserted itself in court circles and the 
more holistic dialectical Neo-Platonism was found in 
the now somewhat subordinated, although affluent 
commercial sector. A representative Yunani figure 
was al-Kindi (801-866). He received his foundation in 


Aristotelian philosophy from the Alexandrian com- 
mentators like Alexander Aphrodisias and from the 


Neo-Platonic “Theology of Aristotle (Enneads)” 
which had become wrongly accepted as one of Ari- 
Al-Kindi’s childhood was in Basra 


stotle’s works. 


where he was influenced by the nearby school of 


Jundishapur; his adult career was in the Court of 
al-Mam‘un and al-Mutasim in Baghdad. His life was 
marked by a devotion to the spreading of Greek 
learning [10]; even he was for a certain time perse- 
cuted because of his rationalist learnings. He was an 
early beneficiary of the translation movement spon- 
sored by the ‘Abbassid Court and identified with 
figures like Hunain Ibn Ishaq (808-877). 

In moving to the commercial sphere (660-950) the 
whole philosophical locus shifted from wisdom and 
the accumulation of knowledge to the perfection of 
the individual. The quest for spiritual growth and 
purification found generally among Isma‘ili’s and 
prominently in the Risdil of the Ikhwan al-Safa’ 
became an important part of Arabo-—Islamic culture 
which exists even today. The dominant culture 
defined by the state especially in the areas of agrarian 
predominance frowned on activities of profit-making 
and placed the merchants on the defensive [11]. At 
the same time, the merchants (in an expanded sense 
producers and capitalists) had endless labor problems. 
Basra was a center of their economic and cultural life 
and was important to a number of Isma‘ili-type 
movements. These movements spread out wherever 
they had the power to. Among their great moments 
was the monopoly of the old Sudan gold trade which 
permitted them to form kingdoms with strong moral 
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reformist overtones, like that of the Almohads and 
Almoravids and to expand their sphere of influence to 
conquer Egypt, for a century. 

Two structures of knowledge and medicine there- 
fore existed with profound differences. The Doctors of 
Baghdad like al-Razi functioned within the frame- 
work of the Theory of the Humours, that is within 
physical medicine. Galen was their master. Galen had 
found there to be four humours corresponding to the 
four elements and the three kinds of spirits. The 
Arabs received this theory; in time it found its way 
into European culture through the translation 
movement. Disease was defined as a disruption or 
disharmony of the balance of the humours. Medical 
research and the use of medicines by doctors was 
designed to restore the balance which pre-existed the 
coming of the disease. This conception of intervention 
in physical medicine lasted until the positivist revolu- 
tion. By way of contrast, the medicine of the Ikhwan 
was embedded in the larger structure of knowledge 
which they pursued; doctrines of magic, alchemy, 
existed on the level of primary sciences, whereas the 
interpretation of dreams was included as a part of the 
religious sciences. Extensive treatment was accorded 
the psychological and rational sciences [12]. Apart 
from the Ikhwan, material on the alchemical tradition 
after Jafar al-Sadiq (700-65) among the Imamites or 
the followers of Jabir’s alchemy and chemistry are less 
familiar. Material on the Zanj and the medicine of the 
masses is an even less familiar topic. 


COMMERCIALLY-BASED TRIBUTORY STATES 
(950-1550) 


By the tenth century, agrarian struggles against the 
attempts to collect agricultural tribute by the govern- 
ment weakened the Caliphate and made it dependent 
on commerce and industry. While the Caliph 
remained in situ until the coming of the Mongols in 
the thirteenth century, numerous kingdoms in what 
had been provinces of the Empire arose and asserted 
their independence. Scholarly attention has been 
seized by the success of one group of nomadic people 
who among many gained a more important role with 
the new economic orientation. The group in the lime- 
light was the Buyids, who became bodyguards of the 
Caliph, from the mid-tenth century. What is crucial to 
remember however is that with the decline of the 
Empire, the Caliph was not important. The type of 
small scale regine based on trade lasted well beyond 
the original period of the Baghdad Caliph, ending 
only with the reformation of empires in the mid-six- 
teenth century. This long later period (950-1550) saw 
the state creating a series of institutions for the regu- 
lation of urban production, and for the propagation 
of an anti-revolutionary Orthodoxy. 

The secular culture of the state also reflected the 
changed conditions. Medicine was not patronized by 
the court in an ostentatious way as part of an 
accepted rationalism but given over to minorities, 
especially Jews and Christians, who carried on the 
tradition of Yunani medicine. Goitein [13] shows the 
wealth and respect which the Jewish doctors gained in 
this period. The family of Maimonides was doctors 
for a number of generations. Furthermore by this 
period, the medical profession was subdivided into a 
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number of quasi-artisanal components including 
bloodletters, surgeons of wounds, bonesetters, drug- 
gists, eye doctors; in Goitein’s Geniza material one 
finds a distinction, although not a pejorative one, 
between the philosopher doctor hakim or Tabi’s which 
were clearly a minority and the practitioner mutatab- 
bib. In the main Greek rationalism was over. The 
struggles between the regime and artisans had led to a 
new majority culture. 

The synthesis of al-Ghazzali was a_ celebrated 
moment in this process. In his Revivification of the 
Sciences of Religion, mysticism, carrying with it spiri- 
tual medicine, made its way into this national culture. 
The earlier writings of Ibn Sina (980-1037) had paved 
the way; Ibn Sina slowly became the most influential 
thinker for later Islamic state culture. He was a mass- 
ively productive writer as well as a systematic thinker. 
He sought to synthesize the findings of the entire 
Greek Rationalist tradition with the Persian meta- 
physical tradition. Works like the Qanun, which pre- 
ceded the major works of al-Ghazzali by a century or 
more, were fundamental intellectual achievements, 
discussed in the commentary literature of Europe and 
the Islamic world for the next seven centuries. The 
range of secondary literature on Avicenna is immense. 
Glancing randomly at recent scholarly secondary 
studies one finds work about his ideas in gynaecology, 
cardiac drugs, tuberculosis and medicinal plants. This 
perhaps reflects current Western concerns with com- 
partmentalizing numerous small subjects discretely. 
In works like S.H. Nasr’s Three Muslim Sages [10] 
the architectonic character of his thought reemerges, 
and it is this characteristic of bottling up and contain- 
ing the insights of the artisans and radical Sufi which 
holds our attention. The structure of Ibn Sina’s 
thought thus mirrored that of the state itself. Even 
after the birth of the world market and a new 
economy, elements of Avicennianism lived on shorn 
of some of the radical rhetoric no longer needed. 

Again in both social history and medical history, 
we are poorly informed about the masses of workers 
and nomads who were not privy to the urban medical 
scene. By the middle of the sixteenth century their 
struggles, however, did bring about a fundamental 
restructuring of the Middle Eastern world, which in 
large measure still exists today. 


PERIPHERY STATE FORMATION 
(1550-1850) 


From the sixteenth century onward, Avicenna’s 
thought was an obstacle to the development of posi- 
tivism, the new ideology of science and medicine. 
Plenty of evidence exists to show how the Ottomans 
followed through translations the developing posi- 
tivist tradition as well as the continuing permutations 
of the Avicennian tradition in Europe. In fact, the 
intellectual situation prevailing in the centers of Isla- 
mic states was much like that of Central and Eastern 
Europe in this period. The difference between the 
Arab world and Eastern Europe was the greater re- 
sistance of the former to the pressures of the world 
market, the retention of tribal structures especially in 
North Africa and the Upper Nile Valley, and as a 
result a stronger opposition to any fragmentation, 
social or intellectual, such as that which is character- 


istic of positivism. Given this situation, the Arab rul- 
ing classes hired Western mercenaries either to serve 
or to train, if times were auspicious. Of course, the 
rulers Islamicized their mercenaries or in other ways 
sheltered then as much as possible from the criticisms 
of the dominant cultural system, as they did with the 
minorities in medicine. 

From the sixteenth century to the nineteenth cen- 
tury, mystical confraternities were widespread in most 
regions of the Arab world; a dominant element in 
these Sufi orders was the Muslim merchants who 
sensed their common danger, and like the Indians and 
Turks before them, prepared a spiritual, cultural, and 
political response to Western encroachment. This Sufi 
revival also had a medical aspect, or, more correctly, 
several aspects. As there were different types of 
shrines and Sufi orders, there were different types of 
medical orientations. Some orders, like the Naqsh- 
bandis, by virtue of the high positions their adherents 
held, were influenced by early Western positivism. 
Certain cults were geared specifically to women, 
because the condition of women was deteriorating at 
the onset of market conditions. The Zar cult in Egypt 
seems to fall in this category [14]. 

The character of the medicine practised by the prin- 
cipal Sufi orders was not homeopathic in the sense 
that it was derived from a book tradition, nor sui 
generis, nor localized. It was at the same time not 
allopathic, despite recourse to medical diplomas, since 
the system did not exclusively deal with medical 
matters, as opposed to spiritual, cultural, and political 
This leads me to holistic, as a 
sine. All the major 
Asia have contained 


suggest 
l 


concerns 


] 
neutral term to define Sufi med 


traditional medical systems of 
ideas of integration, including integration with the 
cosmos. However, the concept of holism suggests a 
response to fragmentation, quite appropriate in a his- 
torical period of rapid and irreversible fragmentation 
Indeed, the later Sufi saw the problem of his age as 
how to achieve an integrated vision of reality and a 
course of action based on it. Some of the older vocab- 
ulary and practice of Yunani physical medicine was 
useful, but it had to be brought into a psychospiritual 
framework to serve the needs of the commercial sec- 
tor. It would appear at first glance that cost was a 
principal factor, that to pursue physical medicine 
meant to purchase instruments. This was no doubt 
important, but of great importance also was the fact 
that a holistic psychological approach corresponded 
better to the new needs of large groups. Furthermore, 
the cures of physical medicine for certain ailments 
were well-established and possibly performed by arti- 
sans. Many of the new ailments, apart from syphilis 
(known as Persian Fire) were more susceptible to 
psychological treatment. While the later pharma- 
cology, such as the major work of Da’td al-Antaki, 
al-Tadhkira, mentions syphilis as a new disease, the 
major concerns of the society lay with problems 
defined in psychological terms. ; 

Problems of social dislocation, of disconnectedness 
from traditional social institutions, cannot be equated 
with the social condition of upward or downward 
mobility within the framework of modern bourgeois 
society. Expectations are different in each case, and 
symptoms of personal crisis have to be understood 
within those expectations. In mediaeval society, the 
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institutional structure had been intact for a long time 
and had acquired a sort of religious aura. Its dis- 
ruption was thus all the more disturbing to people 
living in the seventeenth and eighteenth centuries. An 
Egyptian shaykh ‘Abdallah al-Sharqawi who became 
wealthy because of his wife’s business skills and 
because he was given a good deal of patronage in a 
short period of time and who then had a breakdown, 
no doubt suffered from a kind of dislocation we could 
call moral dissonance. This person was a shaykh of 
al-Azhar, and a spokesman for the status quo into 
which he had become socialized. Within his own per- 
sonal life, he had suddenly begun to live in a way 
which was possibly contrary to God’s eternal plan. 
He belonged however, to the Sufi orders of the upper 
classes, and fortunately he was cured by the Khalwati 
shaykhs in their zawiya [15]. No doubt there have 
been many people throughout later Islamic history 
who have been upset by the impact of the commercial 
sector on their own equilibrium, and who have with- 
drawn voluntarily seeking purification and sometimes 
union with God. Al-Ghazzali, the great theologian of 
the late eleventh century, was such an example. After 
his withdrawal, al-Ghazzali returned to society and in 
two famous works attempted to define an acceptable 
equilibrium for the Muslim merchant. His Ihya ‘ulum 
al-din and Tafsir al-Qur'an were widely read and com- 
mented on by the Sifi’s in the commercial sector of 
eighteenth century Egypt. Al-Zabidi, a Wafa’i Sufi, 
wrote the greatest commentary of all on al-Ghazzali’s 
Tafsir in the late eighteenth century. Al-Zabidi, like 
al-Ghazzali before him, was preoccupied with the 
spiritual (i.e. psychic) consequences of making profits. 
What separated al-Ghazzali and the mediaeval com- 
mercial sector, which lay at the heart of Arab culture, 
from the early modern period was that the problems 
of “moral dissonance” grew worse and affected not 
just a few individuals but whole groups of people. 
This dissonance explains on a psychological level why 
there was an explosion of interest in tariqga Sufism 
among merchants, and why it took a path of develop- 
ment from region to region as different regions felt the 
impact of the world market. 

Dislocation is probably not the only way to de- 
scribe what took place, but it is hopefully a neutral 
term, a term which can be employed in more than one 
culture. Mystical confraternities which were con- 
cerned with the problems of profit-making and its 
possible sinfulness also served to shelter the mer- 
chants of early modern Europe before the Reforma- 
tion, by creating in general a counter culture [16]. 
For this reason, Meister Eckhart, Hus, the Gottes- 
freunde Movement, Johannes Tauler, Henry Suso, 
and Rulman Merswin can be seen as antecedents of 
Luther and Calvin. They contributed indirectly to the 
later reformulation of a theology of capitalism, as the 
Sufis did in the Arab world. 

A further phenomenon which produced dissonance 
among the middle classes of the Arab world was the 
rise of positivism as a philosophy of science and medi- 
cine. In the Yunani tradition, knowledge had been 
categorized according to subdivisions, but these were 
unified by certain overarching logical and metaphysi- 
cal assumptions, and the totality of the learning of 
these fields was considered a handmaiden of theology. 
With the rise of positivism as the base of learning, 
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utility and common sense became the primary foun- 
dations of judgment. For the Arab ruling classes who 
followed new developments through books, the ques- 
tion of method, of how to retain Avicenna and to 
correct him without damaging him, occupied the 
attention of many. The lower classes who gained 
access to positivist allopathic medicine then as now 
were much more immune to the philosophy of its 
producers. A modern drug or surgical technique 
could be woven into the socio-spiritual world of a 
neighborhood or a village without disruption. This 
accounts for the scholarly perception of eclecticism of 
the lower classes, especially those outside of capitalist 
relations, who could easily move between different 
traditions of cure [17]. 

The problem of dissonance in this form was par- 
ticularly acute for those who had access to positivist 
medical education in eighteenth-century Istanbul or 
nineteenth-century Cairo. In the former case, the 
chronicles recording the lives of learned individuals of 
the period often show that after visiting Istanbul and 
studying the positivist sciences, these intellectuals also 
sojourned in Damascus, where a renewed study of 
metaphysics took place [18]. Because of its sheltered 
inland location, Damascus retained its holistic com- 
mercial culture longer than did Istanbul and Cairo, 
where the evolution of landowning economies linked 
to the West was inimical to the Muslim commercial 
sector and its culture. 

One person whom we have studied in detail was 
Hasan al-‘Attar, an Egyptian shaykh who travelled to 
Instanbul in 1801 to receive an education in medicine 
which was no longer available in Egypt [19]. Al- 
‘Attar whose development reflects the transition to 
positivism, had been raised in Sufi circles in late 
eighteenth century Egypt, yet was not prepared for 
the full impact of positivism. However, he was enough 
a product of the cultural reform movement of late 
eighteenth-century Egypt, that he was certainly in 
tune with utilitarianism and a critical approach to 
empirical observation. He was even prepared to 
defend such criteria over the authority of learned 
books of the past. He was not, however, fully pre- 
pared to abandon Avicenna simply because some 
errors in the Qanun could be demonstrated by empiri- 
cal anatomy. His exposure to modern medicine was 
perhaps not systematic. He witnessed but did not 
directly participate in dissection. He discussed with 
European doctors such topics as the pulse, which was 
a subject of interest at the time. He lived with a medi- 
cal official of the Ottoman Empire who was interested 
in positivist medicine. It is not recorded whether or 
not he received a diploma after completing a number 
of books, but he later gave a diploma to a student in 
Syria in medicine for the material the student had 
mastered. 

When Hasan al-‘Attar went to Syria, he began the 
study of Ibn al-‘Arabi, a major metaphysical writer; 
together with a Syrian friend and fellow medical 
student from his Istanbul days, he wrote several 
works on medicine. He also helped a notable of Dam- 
ascus compose a commentary on the Sharh Qanitinja 
of al-Jaghmini, a work derived from Ibn Sina. Al- 
‘Attar’s major work was a 250-folio extended com- 
mentary and critique of Da’tid al-Antaki’s Nuzhat al- 
adhhan fi islah al-abdan. This is the shortest of Da’tid’s 
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three works in medicine; one copy of it is in 20 folios. 
To criticize Dad and Ibn Sina through the use of a 
minor work as opposed to the beloved Tadhkira sug- 
gests something of the politics of medical research. 
The Nuzha was no more than an introduction for the 
general reader of the basic theory of the four humors 
from Ibn Sina and of the logical technique of argu- 
ment by analogy which the doctor had to use. It does 
contain some materials not drawn from Ibn Sina, 
including topics in astrology such as “the three 
kingdoms”. 

Al-‘Attar assumed that the findings of modern 
positivism and the claims of Avicennian authority 
were ultimately reconcilable on most important 
points. He stated with some satisfaction that when he 
was discussing the difficulties of deducing clear medi- 
cal evidence from the pulse beat or from the pupil of the 
eye in contrast to the examination of the exterior of 
the body, doctors of various nationalities who used to 
meet at the house of the chief doctor in Istanbul told 
him that none of them were versed in the subject and 
perhaps only a few doctors in Europe were. He 
claimed that most doctors were ignorant about the 
pulse, as it was not in their training. He perhaps did 
not write down his own partially Avicennian ideas 
himself, because there was an exponent of “traditional 
ideas” of the pulse in Syria when he was there. 

Al-‘Attar did attack the inclusion of subjects not 
germane to human medicine. He stated that the 


purpose of the medical book was to discuss people 
and that if the ancients included discussions of agri- 
culture, they were wrong to do so. Finally, al-‘Attar 
approached the parts of Nuzha where the Avicennian 


medicine was wrong, and he did so in a manner 
characteristic of his age. He found a pre-Avicennian 
Arab writer on medicine who arrived at conclusions 
which agreed with the findings of positivist medicine. 
He thus renewed the interest in Ibn al-Nafis, who is 
known as a forerunner of Harvey in the study of the 
circulation of the blood. The discovery of this point is 
interesting for the general history of Arabic medicine, 
as it had long been thought that the tradition of Ibn 
al-Nafis had died out. This is not the case. It is clear 
that al-‘Attar read Ibn al-Nafis while in Turkey. In 


the same vein, al-‘Attar praised the empiricism of 


Muhammad al-R4zi, who is often taken to be a fore- 
runner of modern science. In a variety of fields, al- 
‘Attar was indeed an important participant in the 


modernization of state culture and the emergence of 


positivism. The form which the development of 
modern positivism took was a neoclassical revival 
which lasted into the first quarter of the nineteenth 
century. 

In sum, Egypt and Turkey between 1550-1850 had 
several different traditions of medicine. The middle 
classes relied on Avicennianism combined with a 
spiritual/psychological focus. The ruling classes were 
more interested in physical medicine combining 
Western allopathic practices with the writings of the 
Islamic classics. By 1830, an apparent change 
occurred. The Muslim commercial sector of Cairo 
and Istanbul and its medical culture began to wither, 
while allopathic medicine became strongly entrenched 
in the ruling circles. The withering away of spiritual 
medicine in Cairo and Istanbul was obviously a re- 
flection of the change in social structure. With the rise 
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of Western-oriented reform government in these two 
countries, the small ruling class, dependent on for- 
eigners and minorities, totally abandoned its support. 
They enforced allopathic professionalization [20] and 
thereby indirectly permitted a wider spread of homeo- 
pathic medicine by making holistic medicine less 
available. 
PERIPHERY CAPITALISM (1850-PRESENT) 

With the decline of Cairo as a center of indepen- 
dent economy over several decades, a fundamental 
social change took place. In contrast to upper Egypt, 
the Sudan and Libya, the old Cairo society rooted in 
commerce came to an end; a cotton-based economy 
replaced it. At the same time dislocations in the agri- 
cultural basis of the state permitted a modest come- 
back of the merchant-industrialist sector and its cul- 
ture. The rapid concentration of large estates in the 
hands of a few, threw many Fallahin off their land to 
become the cheap labor for the next phase of Eastern 
competition with the industrial world. The birth of 
the neo-Sufi orders and the renewal of holistic medi- 
cine in the later nineteenth century flowed from this 
restructuring of the Muslim commercial sector in a 
form sometimes called petty commodity production 
[21]. Petty commodity production explains the urban 
involution visible in many modern Third World cities, 
where part of the city is loosely designated “modern” 
and the other, “traditional”. In the traditional part, a 
large number of small shops and workshops abound 
where men, women, and children work long hours at 
low wages. The sweat shops and systems of putting- 
out labor drastically cut overhead for the owners and 
thereby permitted with commodities 
produced by machine in industrial countries. The 


weakness of the ruling class in these countries also 


competition 


encouraged this form of economic organization, as 
the massing of workers together in an assembly line 
would create the possibility of movements which the 
state could not control 

rhe restructuring of the commercial sector created 
and sustained the modern. city quarters Neo-Sutfism 
rationalized the new relationships in religious terms 
and Sufi shaykhs responded to the new psychic and 
spiritual problems. The new Sifism of which the 
Egyptian Shadhiliya-Hamidiya is an example is dis- 
tinguished from the old by its interpenetration with 
the positivist culture of the élite, being partly capita- 
list. On all levels it existed in partial opposition to the 
ruling class and to the landowners. The lives of some 
of the twentieth century Sufi shaykhs record argu- 
ments with the dominant Azhar theological authori- 
ties in Cairo, followed by limited withdrawals. A large 
number of these shaykhs kept their distance from 
Cairo and Alexandria and relied on provincial sup- 
port. Ahmad al-Khalfi, who died in 1898, lived in 
Upper Egypt and had an intense relationship with 
God. Hasan Rudwan, who died in 1892, attended al- 
Azhar and then went with a teacher to al-Minya, a 
manufacturing town in Upper Egypt, where he served 
in a very active zawiya for many years. The founder of 
the Shadhiliya-Hamidiya was Salama Hasan al-Radi, 
who died in 1929. He came from a family in al-Minya, 
although he was raised in a poor section of Cairo, 
Bulag, the location of many of the Cairo workshops. 
Among other formative influences in his life was his 
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acquaintance with the Saint Sidi Shaykh Marzuq al- 
Maliki. Al-Radi worked for a time in the Ministry of 
Agriculture as a high bureaucrat; this fact is more 
consistent with this analysis than might appear at first 
glance. Commerce and government administration 
were not really very different. A ministry often func- 
tioned like a business. The administrators squeezed 
the lower employees as if they were in sweat shops 
and often emerged, through various transactions, as 
wealthy individuals, despite their modest salaries. One 
order which I observed in Cairo in the 1970's con- 
tained some of these ingredients. A leadership com- 
mittee was composed of several businessmen in the 
private and public sector, who, along with the 
Shaykh, met in the Hadra with lower bureaucrats, 
employees, and workers. The shaykh was in this case 
one of Egypt’s leading psychologists. He addressed 
the problems of the moment by soliciting group dis- 
cussion of an Aya of the Qur'an. This device permit- 
ted exchange of information about social conditions 
and work, and interpretation of events. In one Hadra, 
it permitted a man who appeared very oppressed by 
his life’s burdens to bolster his own self-confidence 
through a lengthy and pedantic explication of the 
meaning of the text. The group session gave the 
shaykh a good opportunity to judge individual needs, 
and many problems were dealt with through group 
persuasion. Participation in this group did not pre- 
clude participation in other groups nor did it preclude 
the use of modern physical medicine, in which the 
shaykh was also trained and which he prescribed in a 
clinic which he also maintained. Not all Sufi shaykhs 
functioned on the high level of Cairo or relied on 
positivism. A biography of al-Hiilwani, one of the 
best-known shaykhs of twientieth-century Egypt, con- 


tained a section on medicine in which the Tadhkira of 


Da'tid was still mentioned along with spiritual forms 
of medicine [22]. 

The different attitude of Egyptian shaykhs in the 
twentieth century about the central authority and its 
positivism stands in contrast to the claims made by 
the revivers of indigenous medicine in India and 
China and therefore requires some comment. Where 
the Ayurvedic doctors have claimed that positivism 
and allopathic medicine have roots in Indian tradi- 
tion, the analogous Muslim Brotherhood movements 
have been less clear [23]. Could the merchant sector 
of Bengal, and especially Calcutta, have been stronger 


socially and politically vis-a-vis the ruling alliance of 


British and landowners than was the case in Egypt? 


Could merchant strength also explain the relatively 
greater self-confidence of revivalist claims in China in 
the early twentieth century? 

Is it possible that imbalance in power of a landed 
ruling class on the periphery vis-a-vis an indigenous 
commercial sector explains the prevalence of homeo- 
pathic medicine at a given time? Saints and midwives 
and other such local authorities exist rooted in a 
given locale. Their clientele knows them personally; 
they do not belong to an organization. Their homeo- 
pathic medicine, in contrast to the holistic traditions, 
is not rooted in ideas of soul and purification, but in 
terms of the struggle of good and evil in the locale 
and therefore it soes not challenge state Islam as the 
holistic traditions do. The doctor is a thaumaturge 
and roots out jinn or other evil spirits. The patients’ 


metaphysical horizons are necessarily precapitalist 
[24]. Thaumaturgy predominates in the villages and 
in the old cities and among women more than men. 
Landlord dominance would seem to perpetuate it. 
To summarize, class structure in the current phase 
generates different cultures of which medical philoso- 
phies are a part. Periphery capitalism in the Arab 
world can simultaneously support, in changing his- 
torical relationships, allopathic medicine for a ruling 
group, holistic medicine for the middle classes, and 
homeopathic medicine for the lower classes. 


POSTSCRIPT 


Medical philosophy is not, of course, medicine. The 
two are rather in a state of tension with each other. 
The actual history of medicine is thus not a history of 
class relations, nor is class a reliable basis to explain 
why certain ideas or techniques exist. Furthermore on 
the level of ideology, the conscious involvement of a 
government for or against certain practices or ideas 
affects many people who do not share the assump- 
tions of government researchers [25]. Thus, even the 
ideas of medical research, as in the case of the Sudan, 
can have an effect on class orientation. Sometimes 
these ideas can promote the opposite of what was 
intended. Developments in tropical medicine in the 
Sudan permitted large-scale investment in agriculture, 
and this drastically affected the social structure and 
direction of culture [26]. British colonialism with its 
positivism thus helped to destroy the indigenous 
Sudanese commercial sector, turning a number of 
people away from holistic medicine to the less 
modern homeopathy. 

For the Arab world, a history of medicine which 
remains on the level of ideas or great men or which 
clings too tenaciously to the idea of a single truth 
runs the risk of not understanding even the part of the 
canvas selected for attention. Likewise, the a priori 
claim that real causation must be internal and techni- 
cal may, when it is applied, may easily be premature. 
The phenomenon in question may be a consequence 
of a logic shared by several fields of knowledge, or it 
may be caused by some set of more remote circum- 
stances. It may also be internal to a given paradigm. 
Only study of the different possibilities will permit 
such a determination. Such broad-gauged study, 
which David Bloor terms the scientific study of 
scientific knowledge, cannot afford the luxuries of 
demarcationism, where sciences and humanities are 
ontologically different, where applied science and 
technology lives in one world and pure science in 
another [27]. A study carried on as Bloor would like 
it might well show that for modern world history the 
great contribution of Arab medicine was less the 
Yunani tradition which existed in so many locales but 
the psycho-spiritual medicine found in the later Sufi 
orders and in certain shrines. 
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Abstract 


In Ghana two medical systems have in recent decades existed side by side, leaving the 


individual the unsuspecting victim of the contradictions between their respective theories and realities. 
For example, scientific medicine, despite its clinical successes, has failed to spread evenly in the society 
within the imported institutional model. This paper traces the history of the two systems, and outlines a 
model emerging from a World Health Organization sanctioned programme of community-based pri- 
mary health care which may offer a contemporary solution to the problem of competing medical 
systems. Ghana has been in contact with other peoples and ideas at least since the fifteenth century, and 
even within traditional Ghanaian society there is an acceptance of new methods and enthusiasm for 
incorporating some facets of modern health care into the evolving community health model. Neverthe- 
less, the modernization process has affected the traditional authority pattern. The old man who used to 
be the custodian of the lineage tradition finds himself powerless; the educated have power and economic 
influence. Despite the fact that most of these latter live in urban areas, they frequent their natal homes 
and carry new ideas with them. As a result of this interplay, innovative ideas are readily accepted by 
rural folk. This is primarily a study in medical institutional adaptation 


A HISTORY OF MEDICAL PLURALISM 
IN GHANA 


This paper looks at the history of medical pluralism 
in Ghana. It takes into consideration the view that 
medicine is an evolving cultural institution adapting 
to the changing times. It examines the elements in the 
society supporting the evolution of an emerging 
health care model. 

The history of medical systems in Ghana must take 
into consideration the role of traditional healers. 
Before contact with other peoples, the country’s 
health situation was nurtured and maintained by tra- 
ditional healers. They evolved a medical tradition 
‘suitable to the comological ideas of the society and 
acceptable to the way of life of the people. 

The healers include herbalists, who use mainly 
herbs in their healing practices, cult healers, who deal 
with witchcraft and disasters in social living pertain- 
ing to their followers, fetish priests, who combine 
herbs, divination, possession and the calling of diety 
in healing, and the leaders of syncretic churches who 
use prayers and other religious ritualization in healing 
members of their faith. The common essential element 
in traditional medicine is the utilization of magico- 
religious acts and symbols in diagnosis and _ thera- 
peutics. 

This is not to say that traditional healers per se 
have no notions of physical cures and treatment. 
Studies have revealed that traditional healers have a 
stock of remedies with which to treat ills; some may 
have scientific validity, but by and large it is often 
difficult to disentangle what is scientific from non- 
scientific applications [1,2]. The healers use simple 
experiments, bandage wounds, set broken bones and 
give stimulants and sedatives. However most treat- 
ments are regarded as aspects of a total treatment, 
which include magico-religious ingredients [3-5]. 

The methodological paradigm of social causation 
theory guides the orientation to traditional healers. 
Victor Turner [6.7] appropriately describes it as 


social analysis. These are the social-causal explana- 
tions of all those ailments which get into the hands of 
traditional medicine. The malefic action of another 
person or an intervention by a spiritual agency may 
cause illness which may be cured by resort to an 
appropriate socio-religious formula and advice. Tra- 
dition is important. They use the knowledge about 
the traditional society in healing. Social causation 
theory is an acceptable perspective to the sick who 
visit them, because it provides an explanation of what 
is happening. 

In the past this medical view was widely held by 
many people, especially the chiefs and elders of the 
traditional society, who guided their kinship members 
as to the right medical approach to take [8]. 
Presently the structural support for traditional medi- 
cal view for those with urban influences is gradually 
being eroded as a result of formal education and the 
twin forces of industrialization and _ urbanization. 
Again, many of the and elders have been 
exposed to scientific explanation of disease causation 


chiefs 


and treatment 

The 1970 population statistics show that 29% of 
Ghanaians live in large towns and cities [9]. In 
almost every home in Ghana a literate person is 
found. Again those who have been exposed to formal 
education tend to work outside their nata! homes. 
With an independent economic and financial base, 
they are able to flout tradition with impunity and 
they are the new men who are directing the affairs of 
their kinsmen. The demonstration effect of urban 
ideas and future trends of affairs therefore cannot be 
ignored. 

The present Ghanaian society is a society in transi- 
tion. The principle of kinship is still an important 
concept but as an operational variable it operates in a 
modified form. The traditional elder is not so revered 
as he was in the past. Since the fifteenth century his- 
torical records show that Ghana has accepted new 
ideas and institutions. Throughout this contact, in- 
roads have been made in eroding aspects of the social 
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structure of the society. Gradually the pattern of tra- 
ditional authority structure has been invaded. The old 
man, who used to be the moral enterpreneur, the cus- 
todian of the lineage traditions, finds himself in a 
powerless role. These in turn have affected the tradi- 
tional support system for traditional medicine. 

Traditional medicine, although its forms are many 
and it is often hard to generalize, is built upon accu- 
mulated understanding of the people and reaches the 
grassroot level in coverage and methodology. It oper- 
ates mainly in the rural areas and it is relatively inex- 
pensive. Let us give an example of this intricate inter- 
relationship between medicine and society. 

Afua Nsia, a traditional healer, owns a village. The 
entire village of 437 inhabitants belongs to her. The 
name of the village is Nsiakrom (named after her). 
She is virtually the most popular traditional healer in 
the district. According to her, she left Patriensa, her 
home town, at an early age, to learn the profession of 
traditional healing. She was given to an aunt who was 
a traditional healer. After learning the trade, she was 
ordained as a traditional healer and did decide to set 
her own practice. She learned the art of healing, 
divination, dancing and the art of possession, the 
essential elements in the curriculum of her profession. 
She was introduced to the obosom (Tigare), the god 
behind her practice. She also established herself as a 
farmer (at the end of her training) and at the same 
time started to practice traditional healing. Whenever 
she heals a patient, she persuades her to stay around 
in the community for further observation. After heal- 
ing she charges no specific fees but leaves the problem 
of fee determination to the client’s own discretion. As 
time went on she became rich and invested the money 
in building estate houses at Nsiakrom, to provide ac- 
commodation for her patients. Some of her old 
patients decided to settle permanently at Nsiakrom 
The estate houses were made available to her patients 
and their relatives who visited the place for curative 
purposes. At Nsiakrom, we notice today that there is 
a night club which is very well lit at night. Almost all 
the houses are supplied with electricity from Madam 
Nsiah’s privately owned generator. In addition, she 
has built a school block for the children. Children 
from nearby villages attend the school as well. It is on 
record that until recently when middle school classes 
were added, the priestess was responsible for paying 
all the teachers’ salary and providing school uniforms 
for all the school children. She has also supplied two 
vehicles for passenger transport service. 

We note from this account that many of the tradi- 
tional healers play a central role in community devel- 
opment. They are in touch with the social reality of 
the situation. This enables them to develop a psy- 
chotherapeutic rapport with their citizenry, to know 
what is happening in their society, and to give effec- 
tive therapy to their clients. This rapport helps them 
to create and maintain an impressive image in the 
society 

The argument is that in the precolonial period, tra- 
ditional medicine was the only known medical insti- 
tution. The healers used herbs, cosmological ideas 
and local wisdom in treating ills. They offered a suit- 
able explanation to what was happening to the sick. 
The sick had three chances: to recover from his ill- 
ness, to remain ill or to die. In any case, the healer is 
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seen as a helping medium trying to intervene between 
the hidden forces and the patient. If the healer suc- 
ceeds in warding off ill-health, he is praised. If he fails 
to convince the hidden forces to restore life he is seen 
by the patients’ relatives that “at least he has tried” so 
he does not loose face, because the gods were dis- 
pleased and wanted to punish the wrongdoers. Diag- 
nosis of illness is largely viewed as social analysis, a 
diagnosis of a social offence. The relationship between 
the healer and the patient’s relatives is full of affecti- 
vity. The healer is seen as a helper and the patient and 
his relatives see him as an important helper in the 
quest for therapy [2]. What goes on in the interac- 
tion, what satisfaction each derives from the relation- 
ship, and what other situation may materialize is 
determined not only by what the healer brings to the 
therapeutic relationship but also by what the patient 
brings. 

In the colonial period we enter into a new era, an 
era of comparative medical institutions. In the mid 
nineteenth century records show the existence of two 
medical paradigms. The use of traditional healers and 
colonial medical officers in treating ills. Writing in 
1899, Mary Kingsley [10] recorded that “the West 
Coast of Africa has had an unhealthy reputation in 
ill-health”. As elsewhere in tropical Africa, the general 
health situation in the pre-colonial and early colonial 
period was very poor, due to the prevalence of epi- 
demic diseases, which were much more widely spread, 
and more deadly than they are now [11]. Poor sani- 
tation was responsible for the intensification of epi- 
demic diseases. This problem was noted by the Gold 
Coast medical department in the Gold Coast (now 
Ghana) in 1928: “Owing to the opening up of the 
countryside and the inability of the sanitary require- 
ments to keep pace with the rapidly growing centres 
of population, the possibility of epidemics is still con- 
siderable” [12]. 

Traditional medical efficiency did not rest in the 
area of infectious and parasitic diseases. Some of the 
pre-colonial epidemic diseases were in fact relapsing 
fever introduced to West Africa during the 15th cen- 
tury, by the Portuguese. The same is recorded for 
plague, tuberculosis and influenza. Malaria was an 
endemic disease known in the West African commu- 
nities [13]. 

In the colonial period the country, initially, was 
beset with high mortality and high fertility rates. The 
country by then had fewer people: about 1.9 million 
in 1901, 2.1 million in 1911, 2.5 million in 1921, 3.2 
million in 1931 and 4.5 million in 1948, increasing 
rapidly thereafter to 6 million in 1960 and 9.5 million 
in 1975 [14]. 

The increase in population was due principally to 
the control of many epidemics in the country through 
viable medical measures by scientific medicine. The 
history of the Ghana Scientific Medical Service dates 
back to the colonization of the country by Britain in 
1844, when British Medical officers were posted to the 
Gold Coast to take care of the colonial administra- 
tion. The medical officers were given the responsi- 
bility to care for the health needs of the senior admin- 
istrative officers working in the civil service of the 
colonial government [15]. 

As time went on, the various missions in the 
country brought in medical officers to take care of 
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their personnel. They established dispensaries in prin- 
cipal towns that were sporadically spread throughout 
their area of influence. By 1878 the missions and col- 
onial medical officers had enlisted the help of male 
orderlies to bathe and to feed the sick, to dress 
wounds, and to administer drugs to the local popula- 
tion under their medical supervision. It is recorded, 
however, that formal medical work started in Accra 
after 1878 and spread slowly thereafter to other cities 
in the country. 

In 1899, the first British Colonial nursing sister 
arrived in Accra and provided a certain amount of 
in-service education to the male orderlies who had 
little or no formal education. Traditionally, it was im- 
proper at that time for females to enter into the new 
medical service. Males were looked upon as bread- 
winners, to provide support for their family, and so 
initially began working in the new _ institutions. 
Females stayed in the house to nurse the sick. To 
recruit females to enter the new medical profession 
operating on formal organization was unacceptable to 
tradition at that point in time. 

Scientific medicine did not have a smooth begin- 
ning. As with any new idea, initial opposition was felt 
from the indigenous population. There were obvious 
difficulties. The traditional social system had not as 
yet been prepared to give support to the new insti- 
tution. In terms of recruitment there were not many 
job seekers who came forward to be trained as medi- 
cal personnel. The recruits needed basic formal educa- 
tion in order to be able to communicate with the 
colonial administrators and other personnel who were 
associated with the medical institution. The tradi- 
tional cosmology was opposed to the scientific 
explanation of disease, supporting the view of super- 


natural causation of illness, where causal factors 


between events is not one of the natural world but of 


the supernatural. Experimentation was therefore un- 
necessary, because supernatural laws were immutable 
and were known. The society was permeated at this 
time by a vast body of beliefs held by both the medi- 
‘cine men as well as by the general population. For 
example, the view of lineage elders and old women of 
families was that the malefic action of another person 
or intervention by a spirit may cause illness. This view 
was backed by the experience of the older generation, 
who could cite empirical evidence from specific cases. 
The structural conditions of the society at this time 
were effective in supporting traditional beliefs. The 
whole structure of the extended kinship system in 
which the authority was vested in the elder of the 
lineage gave some support to traditional medical 


practice. These then would help to explain some of 


the initial difficulties which confronted both the early 


Table 1. Percentage distribution of health expenditure 
1973-4 to 1975-6 


Type of service 1973-74 1974-75 1975-76 


Preventive medicine a 10.3 

Curative medicine 3 6 : 
Research 0.4 0.5 
Others 13.0 13.9 


Source: Ministry of Health Annual Estimates, 1977. 


Table 2. Health centres in operation in Ghana 
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colonial administrators and the missionaries in their 
endeavor to establish the basis of scientific medical 
practice. To establish the new medical practice it fol- 
lowed that certain changes at least in the cosmologi- 
cal pattern needed to be made before it could become 
a viable medical practice. 

The health problems at this period were mainly 
environmental, in sanitation and malnutrition which 
helped to give rise to various tropical infections such 
as malaria, worm infestation, yellow fever, sleeping 
sickness and yaws, to name only a few. Scientific 
medicine at this time had developed a technology to 
deal with most of these diseases. 

After independence in 1957, the 
action towards scientific medicine is seen in its rapid 
acceleration of scientific medical projects and health 
education. This is not to argue that hitherto there was 
no development of significance. For example, under 
the late British Governor, Sir Gordon Guggisberg, 
the first scientific health plan was enacted which gave 
the country its first scientific medical institution as far 
back as 1924. This is the Korle Bu Teaching Hospital 
in Accra. The attempts however were too few and 
belated to meet the overall health needs of the 
country [16]. The health plan emphasised the cura- 
tive health aspects. In the post colonial period the 
preventive health budget was still low. The direction 
of scientific medicine was oriented towards curative 
aspects (see Table 1!), which is urban-oriented. 

In 1957 the government built the first health 
centers. (Hitherto these health centers were not in 
existence.) They were distributed throughout the 
regions in Ghana with the exception of two regions, 
the Western and the Central. The reason offered in 
ignoring these two regions was that the Central Hos- 
pital (Korle Bu Hospital built in 1924) drew many of 
its patients from the central and Western regions. The 
hinterland was neglected in terms of scientific medical 
facilities, so the priority was given to the other regions 
and health centres were built as quickly as possible. 
As shown in Table 2, 12 health centres were in oper- 
ation by 1958. This developmental trend continued, 
culminating in 1963 with 41 health centres operating 
in all regions of the country. 

Coupled with these health centres, the government 
came forth with the idea of medical field units (see 
Table 3). The essence of this aspect of scientific medi- 
cal care was to control many of the environmental 
diseases which were rampant at the time. As pointed 
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Table 3. Medical field units in operation in Ghana 


Region 1957 1958 1959 1960 1961 1962 1963 


Total 
Western 
Central 
Eastern 
Volta 
Ashanti 
Brong-Ahafo 
Northern 


Upper 
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Source: Republic of Ghana Annual Report of Med. Ser- 
vices. Government Printing, Accra, 1967 


out by the Director of Medical Services, the mortality 
rate among mothers and children in the past was very 
high. Some authorities put it as high as 250 deaths 
out of every 1000 babies born. This high rate was 
attributed to inadequate and poor services for the 
pregnant women, and lack of doctors, trained mid- 
wives, public health nurses and other health workers. 
The pre-school child suffered from such diseases as 
malaria, bronchopneumonia, measles, diarrhoea, mal- 
nutrition, tuberculosis, and worm infestations. Poor 
sanitation, poor water supply and housing greatly 
contributed to the high morbidity as well as factors 
such as of health education, superstition, poverty and 
ignorance. 


COMPETING MEDICAL SYSTEMS 


As of 1975, there were 939 doctors on the Ghanaian 
medical register. At the same time, the Ghanaian 
population, according to estimates from the recent 
census, was 9 million. Roughly, this represents one 
doctor per 10,700 population, supported by a cadre of 
nurses, pharmacists and other para-medical person- 
nel. These data indicate the need for more doctors. 
The urgency of this need is further indicated by the 
fact that the rate of population increase per annum is 
now 2.5°% which in raw numbers is an increase of 
about 212,500 every year. Another aspect of the prob- 
lem is that the bed state is grossly inadequate to meet 
the growing needs of the population (see Table 4). 

It is noted that the Ghanaian medical structure still 
reinforces the colonial influence of rewarding the 
practice of curative medicine. It is urban-oriented, a 
handicap in meeting the health needs of the large 


Table 4. Bed population ration by region (1975) 


Bed/population 


Region ratio 


Upper 1262 
Northern :1477 
Brong-Ahafo :1698 
Volta :788 
Western :799 
Eastern :186 
Ashanti 7933 
Greater Accra :307 


Source: Ministry of Health, 5-year Development Plan. 
1975, Accra. 


rural public. It is true however that the urban popula- 
tion is growing at a rapid pace and therefore not 
illogical to find that hospitals and clinics tend to be 
built and maintained in the urban centres. It is also 
not unreasonable to find that scientific medical per- 
sonnel are attracted to the big towns because of the 
availability of supporting services and facilities. An 
indication of this urban attraction of medical person- 
nel is supported by the fact that while only 29% of the 
Ghanaian population lives in the urban centres, about 
76%, of the health personnel work in the cities and 
large towns. Consequently, as found in many coun- 
tries, while medical services are better distributed in 
relation to the urban population there is still a need 
for scientific medical personnel in rural Ghana. 

There is yet another factor. It is difficult to know 
how much understanding exists between doctors and 
the rural population. Medical sociologists have noted 
that the poor are not properly understood by doctors 
because of the “class line” hindering effective com- 
munication, in formulating properly a_ professional 
and a rational explanation of disease [17]. It is frus- 
trating if the patient cannot understand and accept 
medical explanations and instructions because of the 
existence of different belief systems. 

In modern systems disease and illness are most 
often seen as natural phenomena hence subject to 
investigation and study by scientific methods. Conse- 
quently, beliefs about causes of various diseases 
require scientific proof for substantiation. Answers to 
the questions of etiology of illness are sought in the 
laboratory and in the clinic under controlled condi- 
tions. In traditional systems, diseases are seen as 
manifestations of supernatural powers and causal 
explanations take on a magico-religious view point. 

Again the rural person finds it difficult to get to the 
hospitals because the services are located in the big 
towns and cities. So as a result of specialization of 
functions scientific medicine in a developing economy 
is a rare commodity difficult for the poor person to 
purchase in terms of cost, time and energy. 

In the field of psychiatry, the facilities are grossly 
inadequate. Consequently, traditional healers are per- 
forming crucial, social and medical services. The situ- 
ation calls for a new medical orientation. This per- 
spective has been accepted by the central government 
because of the present economic hardship and it calls 
for a change from scientific dominated health care 
delivery service to a network of shared responsibilities 
in which traditional medicine can become a legitimate 
and open functionary in the provision of legally 
approved health service. 


HEALTH CARE THROUGH COMMUNITY 
DEVELOPMENT 


Since the Danfa Community Project was initiated 
in the early seventies to identify ways of providing 
integrated health care, including a family planning 
component, for the rural population, the involvement 
of community members has been recognized in 
Ghana as an important factor in maintaining health 
systems and in sustaining community development. 
The Danfa Project, initiated jointly by the University 
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of Ghana Medical School and the University of Cali- 
fornia at Los Angeles, and located in Danfa in Ga 
Rural District not far from Accra, raised such ques- 
tions as what part community members should play 
and how they could be motivated and committed to 
initiate community health programmes. In 1974, the 
Ministry of Health in Ghana, in collaboration with 
the World Health Organization, launched the Kin- 
tampo Project in the Wenchi District, in the Brong 
Ahafo Region, with the aim of improving the living 
standard of rural people through community health 
care programmes. More will be said on this latter 
programme in the next section. 

It is appropriate to place these experiments into 
perspective against the concept of community devel- 
opment, a concept that has received the attention of 
social philosophers and planners alike. In antiquity 
already, such philosophers as Plato [18] argued that 
grass root participation is a necessary ingredient to 
sustain political programmes. Aristotle [19] mentions 
the necessity of involving the individual at the local 
level and to interest him in the decisions leaders take 
to implement programmes of social development. A 
tradition exists holding that effective participation 
and involvement is necessary for sustaining and main- 
taining community programmes. Nineteenth century 
social thinkers continue this vein of reasoning. Durk- 
heim [20] probed the forms of interdependence in an 
organized community and examined collective action 
binding individuals together. Freud [21] was inter- 
ested not just in the complexity of interior mental life, 
but in people’s desires and actions and how they are 
accommodated by necessities of social action. A 
major experiment of the last decades has been Chi- 
nese community development, where the tenet has 
emerged that such development may be effectively 
sustained only if at the local level decision-making 
and participation is encouraged. 

The emerging trend in the definition of community 
development is that man is committed to the idea of 
progress, to understand his total environment, to 
master it and to improve its conditions. In quantita- 
tive terms, development means an improvement in the 
human environment that can be measured and evalu- 
ated through such indicators as Gross National 
Product, the standard of living of the people, birth 
and death rate figures, basic hospital statistics and the 
life span of the individual. Related to this is the qua- 
lity of life of the individual. The community orders its 
life by building viable social institutions to maintain 
itself, to cure its ills, and to take care of the risk and 
uncertainty of life. 

What patterns of community organization promote 
effective development programmes? What processes 
stimulate social action addressed to the needs of a 
community? What type of community social struc- 
tures exist to effect the implementation of community 
programmes? What is the character of community 
leadership and past experience in solving community 
problems? What are the apparent and real needs of a 
community? As a social technique, community devel- 
opment rests on the premise that local action can be 
effective if substantial numbers at both the grass roots 
and at the top levels are involved to assess 
community problems to set strategies to attack the 
problems. 


THE KINTAMPO EXPERIENCE 


In 1975, the Kintampo Project was launched at the 
Wenchi District, in the Brong Ahafo Region [22]. The 
philosophy behind the project is that health is an im- 
portant resource in community development; and for 
this reason the members of a community must share 
the responsibility to take care of the health needs of 
their community, if they intend to improve their qua- 
lity of life. Of late, only doctors, nurses and other 
paramedical personnel have been concerned visibly 
with this responsibility. As change agents, they need 
the active support of community members. The argu- 
ment is that an integrated approach to health care 
delivery systems can meet the needs of the people 
especially in the rural areas. That any meaningful 
community programmes must include a health com- 
ponent, agriculture, water supply services, building of 
a sanitary environment and the education of the pub- 
lic. That auxiliary health personnel must be recruited 
from the community. And that within the local coun- 
cil set up, health development committees must play 
an essential role in community development. 

The Wenchi District, in question, where the Kin- 
tampo Project is situated, covers an area of 5668 
square miles [22]. Its geographical location lies in the 
transitional zone between savanna and the forest 
belts. According to the census figures [23] there are 
220,510 people living in the district. It is a rural dis- 
trict, with only four main towns classified as urban, 
using the standard demographic definition [24]. 

Farming is a predominant occupation in the dis- 
trict and the dominant staple crops produced are cas- 
Sava, yam and maize. Recently there is an interest in 
the area by farmers in the growing and cultivation of 
tobacco. The district is a hilly countryside with many 
farming villages scattered in outlying areas difficult to 
reach by modern transport. The principal towns and 
some small towns are reached by second class roads. 
There is however a first class road from Kumasi to 
Tamale, which passes through Kintampo. This was 
constructed recently, about five years ago. A network 
of feeder roads is being constructed; but still the 
majority of villages can be reached only through foot- 
paths and poorly maintained roads. This situation is 
typical of many rural areas in Ghana, outside the 
“golden triangle” of the Accra, Kumasi and Sekondi 
Takoradi network [1, 25]. 

The district capital is Wenchi. It is a busy adminis- 
trative centre, housing government departments and 
commercial stores. Within this district, villages were 
selected to study their structural and other social 
characteristics and to determine the processes in- 
volved in motivating people to participate in an inte- 
grated health development programme. The project 
centre is at Kintampo. 

Kintampo was selected because it is an ideal place, 
a practical centre fitted with training facilities. It is 
located in a rural surrounding, it contains health 
training facilities. During the colonial period, the 
medical field unit of the Ministry of Health was 
located at Kintampo. For this reason it has been 
selected as the headquarters of the entire project. It 
has a rural health training school famous in the 
country for the training of health centre superinten- 
dents. Of late doctors, nurses and other paramedical 
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personnel are occasionally brought to Kintampo to 
train or retrain them for rural work. 

There are no government hospitals in the district 
only three small health centres and four health posts. 
Besides this health picture, there are four dressing 
stations which are run by local authorities. In raw 
numbers there are three doctors to serve the entire 
population of 220,510 (1 doctor to about 71,503 
people): one of the doctors is a district medical officer 
of health, who is mainly concerned with hospital 
work and administration; he is the Project Director 
resident at Kintampo. The second medical officer 
works at Wenchi and the third is assigned to general 
duties, at Kintampo. 

At Kintampo many illiterates live in Kinship 
communities. Kinship ties are strongly emphasized. 
The day-to-day living arrangement is organized 
around communal gathering. One lineage inhabits 
one compound, and lineage members share common 
facilities. They drink and eat from the same bowl. 
They share the same living quarters. Any person 
therefore who contacts an infectious communic- 
able disease can easily transmit the disease to other 
members of the extended family. Therefore, as a result 
of their communal way of life and lack of preventive 
sanitary facilities, the spread of diseases is rampant. 


THE EMERGING MEDICAL MODEL 


The constraints under which health care must be 
provided means that an alternative model must be 


found. Health programmes must reach the entire 
community. They must solve the dual problem of 
overcoming distance and effecting changes in human 
behaviour, and in altering the physical environment. 
The constraints of availability of doctors and the 
physical distance make it difficult to place doctors in 
all the rural areas. Lower category health workers 
must provide primary health care for their communi- 
ties. They must be trained to work with their people 
to improve their health picture. 

The thinking was that local communities should be 
motivated and involved in decision-making and must 
participate in health programmes so that ultimately 
they “own” the programme in their respective com- 
munities and villages; that the programme should be 
planned at the grass roots and developed to suit local 
conditions; that we must use local resources such as 
local buildings, manpower, and agriculture to create 
health infrastructure. We were also of the opinion 
that each community needs total health care and not 
fragmented care. Each area needs promotional, pre- 
ventive, and curative care, a comprehensive health 
care plan and services. 

Whilst there was nothing fundamentally new about 
these principles their identification and the putting of 
them into practice occupied our attention and stra- 
tegy. We needed to identify health workers, to be 
trained in primary health work. The primary health 
care worker is a local resource person. The com- 
petences and skills expected of him is his ability to 
identify health problems and the ability to treat 
simple ills and refer complex cases to the district 
centre. He is to compile basic health statistics, mor- 
bidity patterns, death and birth figures for vital regis- 
tration. The next step was to encourage each village 


to form a health committee and to select a health 
worker. He must be trained with rural resources and 
must have the perspective to work with other commu- 
nity members in the promotion of community health. 
Whatever specific health activities, he is involved in, 
be it maternal welfare, immunisation practices, first 
aid, water supply, anti-malaria procedures, referral, he 
must have an educating role. As opined by Newell 
[26], the health worker requires competence in identi- 
fying symptoms and relating to environmental 
matters. He requires basic education to work in both 
curative and preventive roles, to educate the public, to 
treat routine ailments and to refer complex cases. In 
so far as collective communal action is concerned, the 
primary health care worker must be able to help the 
members in his community to recognise when itis 
necessary to seek medical assistance. The primary 
health care worker must be able to identify and de- 
scribe symptoms simply and clearly. Where there may 
be a choice between a traditional mode of care and a 
modern method of treatment there must be the com- 
petence on the part of the health worker to identify 
the more appropriate mode of procedure in the given 
circumstances. The next step was to determine the 
health resource of the area, to find out if there were 
any traditional birth attendants or other traditional 
healers. They were to be brought into the picture and 
trained to work in hygienic environment. Attention 
was paid to all factors that bear upon health: such as 
land-tenure system, food production, marketing, 
transport, and nutrition. The general relationship was 
recognised in designing the model. 

We kept in mind that change is much more likely 
to be brought about if what is proposed is not too far 
removed from what is familiar to the thought and 
practice of the local people. We brought them in to 
take decisions, outlying their needs and finding the 
best possible ways to attempt to meet the needs and 
solve them. 

In training, the primary health care worker was 
exposed to both curative and preventive aspects of 
health care and planning. He learnt how to diagnose 
ills and to treat basic ailments and to stimulate com- 
munity interest and resources in preventive health 
care. 

The selection process was undertaken with utmost 
care and consideration. In a village with a population 
of about 2000 people we divided it into four neigh- 
bourhood or wards. Each ward was asked to select a 
person to be trained as primary health worker. The 
expectation was after training the primary health 
worker should maintain his closeness and familiarity 
with his neighbours and should be able to sustain the 
importance of traditional “we feeling”. 

The candidate so selected was literate, possessing 
the ability to read and write in English, because he 
was expected to undergo training in the rudiments of 
medicine and health care. He must possess a nice per- 
sonality and must have the ability to get on well with 
his people. He must learn to keep records and com- 
pile basic health statistics, and able to inform the dis- 
trict health authorities about his area’s health picture 
and future plans. 

Kintampo is an ideal place for such a training pro- 
gramme because by the design of its establishment 
and environment, rural resources are used to train 
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them. We refused to expose them to urban conditions 
of living. The built in urban attractiveness of the city’s 
way of life was discouraged. 

The other aspect of the Kintampo model is an in- 
terdisciplinary approach. The health worker is trained 
to work with other skilled workers in the community 
to maintain a productive and functioning society. He 
is trained to give advice in the area of health educa- 
tion and community health and has the skill and tech- 
nique to mobilize community workers to take to 
repair works and to initiate rural health projects. 

The local council or the village development com- 
mittee takes the full responsibility to provide and 
maintain the new health structure. It bears the re- 
sponsibility to finance the system, with central 
government subvention when necessary. Some local 
councils are so poor that what in fact is collected 
from levy is not enough to finance rural health. It is 
also required and expected from the government to 
assist rural localities by laying basic infrastructural 
facilities, such as a modern water supply. Still on 
financing, we expect each community to engage in a 
viable cooperative farming enterprise in the hope that 


such endeavours can help to sustain community 


health schemes. 

The translation of these ideals into practical oper- 
ation needed the active assistance of traditional chiefs, 
their elders and other local opinion leaders. For this 
reason on entering the field we sought their cooper- 
ation. It was through their initiative that the localities 
were selected. Also we informed them at a special 
gathering that we were around to learn from them 
their own persistent local problems and to determine 
effective local approaches and strategies in tackling 
such problems. 

It is from their own initiative that we discovered 
that health care is central in the total developmental 
plan of their communities. They argued that a com- 
munity’s productive forces depend on the health 
status of its members. They were therefore willing to 
embrace a health project which will help them to de- 
velop their communities. 

At the local chief's own initiative a village health 
committee was formed to direct and implement polli- 
cies. The chief of the village was appointed as the 
chairman, with 14 other members, comprising 5 local 
young men, 6 traditional elders and 3 local teachers. 


CONCLUSION 


We are at the initial stage of watching the perform- 
ance of the primary health care workers and the work 
of the Health Committees. What is clear now is the 
penetrative nature of this model in instilling a sense of 
commitment and involvement in health matters. It is 
noted that the traditional medicine approach was in- 
adequate in treating acute ills and that scientific medi- 
cine’s approach is limited to large towns and has a 
built in bureaucratic culture. 

The Kintampo model therefore is an approach, an 
adaptive model, which takes into consideration the 
nature of the interrelationship between medicine and 
society. It brings into awareness the fact that medical 
systems are shaped by social, economic and political 
environment. 

Improvement in the health status of a people 


depends on several interrelated factors. The Kin- 
tampo model is an attempt to understand them. 

What pattern of referral system has emerged? What 
is the local relationship to district health centres? 
What type of health information falls in the pipeline 
of local communication? These are some of the areas 
we shall follow in due course in evaluating the Kin- 
tampo Model. ; 
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